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METASTASES OF THE SCALP SIMULATING 
TURBAN TUMORS 


F. RONCHESE, M.D. 


PROVIDENCE, R. I. 


The case herein reported is interesting because of the rarity of can- 
cerous metastases to the scalp and because of their striking similarity 
to turban tumors (figs. 1 and 2). The rapidity of the development of 
the condition, which was the most important factor in the clinical diag- 
nosis, was overlooked because of the decided resemblance, and the 
correct diagnosis of metastases was made only at the autopsy table. 

Turban tumors is a short clinical name which designates a variety ° 
of slow-growing nonkeratinizing or basal cell epithelioma. It is char- 
acterized by multiple tumors varying in size from that of a pinhead to 
that of a pigeon’s egg or larger and numbering from a few to hundreds. 
The tumors are usually confined to the scalp and are grouped in 
bunches, sometimes covering the entire scalp like a turban. The condi- 
tion may be considered as an ultimate stage of adenoma sebaceum and 
epithelioma adenoides cysticum. This is also the opinion of Savatard ' 
and others. 

The development of turban tumors (fig. 2) takes decades. In spite 
of the peculiar appearance of the growths, no patient ever died from 
them, and no excised tumors ever recurred: hence the more detailed 
definition multiple benign epithelioma of the scalp (turban tumors ). 

After my review of the subject in 1933,*° the name multiple benign 
epithelioma of the scalp was accepted by Andrews * and was modified 
by Nékam * as epithelioma benignum multiplex (Ancell). The Suttons,’ 


From the Department of Dermatology of the Rhode Island Hospital. 
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in the 1939 edition of their textbook on cutaneous diseases, changed the 
classification from the basal cell epitheliomas to the still more benigy 
syringomas. 

From my survey of the literature in 1933,* it is clear that Ancell in 
1842 was the first author to describe a case of turban tumors. I cited 








Fig. 1—Metastatic tumors from a carcinoma of the prostate which developed 
in sixteen months, involving the scalp, with practical exclusion of the rest of the 
cutaneous surface. 


and discussed 31 cases which had appeared in the literature since the 


publication of Ancell under various names and interpretations, such as 
endothelioma capitis of Kaposi, Spiegler’s tumors, cylindroma of the 
scalp, syphonoma and tomato tumors. At present 13 more cases of 
turban tumors can be added (Guimaraes Porto; Snoke and Belk; 
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tillians; Schlammadinger; Hval; Schuermann and Weber; Binkley; 

icholson and Becker; Zakon).® Two of these were previously over- 
oked, while the others have been published since 1933, making a total 
f 44 (24 patients were women; 20, men). The condition in Zakon’s 
ase is one of the clearest and most typical examples of the tumors fully 
developed. I hope that authors of textbooks on surgery will introduce 
urban tumors to the surgeons. 
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Fig. 2.—Clinical appearance of turban tumors (case reported by Ronchese ?) 


resembling those in figure 1. 


REPORT OF A CASE 
I. N., an American aged 69, entered the Rhode Island Hospital on Sept. 1, 1937. 
He had been under osteopathic care for a long time with rheumatic arthritis and 
had been under medical observation for six months. He was a pale, emaciated 
elderly man, lying flat in bed, complaining of pains in his abdomen and joints, 
including the phalangeal joints, ankles and elbows and especially the shoulder 
and hip joints. 


6. Guimaraes Porto, A.: Tumores confluentes do couro cabelludo (Adenomas 
sebaceos), Arch. brasil. de med. 2:699, 1912. A moulage of this case was presented 
to the Paris Surgical Society and is reproduced in its bulletin (Auvray: Tumeurs 
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His blood pressure was 90 systolic and 40 diastolic. His temperature, pul 
and respiration were normal. The Wassermann reaction was negative. Exam 
nation of the blood showed hemoglobin. between 60 and 65 per cent, erythrocyt 
about 3,000,000 per cubic millimeter and leukocytes between 8,100 at first and 
18,000 toward the end. Chemical examination of the blood showed urea nitroge: 
between 22 and 15 mg., cholesterol 220 mg., creatinine 1.2 mg. and dextrose from 
74 to 82 mg. per hundred cubic centimeters. The Mantoux test, with a dilution of 
1: 1,000, gave a negative result. The urine was normal at first and then showed 
gradually increasing albumin. The sediment showed a progressive increase i: 
white and red blood cells. 

The family history was irrelevant. No members had tumors of any kind. 

The patient’s scalp was literally covered with fairly mobile firm pink tumors 
(fig. 1), which ranged in size from that of a pea to that of a walnut. They were 
grouped together and had fairly smooth surfaces, some being slightly pedunculated. 
Some were slightly tender. Some were of rubber consistency. Those on the side 
of the head, covered by normal skin, had large follicular openings, resembling 
the outer surface of a strawberry. The patient paid no attention to them, evidently 
on account of the pain he was suffering elsewhere. 

I saw the patient for the first time in April 1938. He stated emphatically that 
in January 1937, or sixteen months previously, his bald head was as smooth as 
a billiard ball. This statement was confirmed by a physician who had seen him 
in consultation late in 1936. 

The growths began to appear at about that time and increased rapidly in 
number and in size. At the time the picture was taken (fig. 1) the largest tumors 
were only sixteen months old, while the pea-sized nodules were about one month 
old. Half a dozen, also pea-sized ones, were scattered on the thorax, back and 
abdomen. The rest of the cutaneous surface was free from tumors. 

No neurologic symptoms were present. 

There was a history of several months of acute cystitis, without bladder 
obstruction. Repeated rectal examinations showed no involvement of the prostate. 
Just prior to his admission an acute obstruction of the bladder developed, and a 
self-retaining catheter was inserted. Two weeks later rectal examination revealed 
that the acute inflammation had disappeared and that no evidence of malignant 
disease was present. Thereafter the catheter was changed every six to eight days. 
There was no acute pain in the bladder or prostate at any time, and the catheter 


confluentes du cuir chevelu, par M. A. Guimaraes Porto, Bull. et mém. Soc. nat. 
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& Syph. 37:289 (Feb.) 1938. Nicholson, M. A., and Becker, F. T.: Naevus 
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was easily introduced, with no evidence of obstruction. Rapid formation of crystals 
in the urine was noted. Roentgen examination of the chest, pelvis and long bones 
showed no pathologic changes. 














Fig. 3.—Gross and lower power microscopic appearance of metastatic tumors 
of the meninges. 
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The treatment consisted of subcutaneous injections of a solution of a bacteri 
antigen and administration of liver extract, vitamin B complex, iron and sedatives 
to ease the gradually increasing discomfort. There were several transfusions of 
blood. 

On April 21, 1938, a tumor was removed for histologic examination, the 
diagnosis being nonkeratinizing epithelioma. 

The same day fourteen 1 mg. radium needles were inserted in a mass of 
tumors about the patient’s forehead and were left in place for one week. On an 
area of approximately 4 by 4 cm., above the bregma, 250 mg. of radium, in seven 
tubes, with an 0.5 mm. platinum filter, was placed at 2 cm. distance from the skin 
and was left in place for eight hours. 

On June 1, in areas where the needles had been inserted the tumors had 
practically disappeared, and where the radium tubes had been applied the tumors 
were greatly reduced in size. 

The area from which the biopsy specimen was taken healed by primary union 
in about one week. The patient grew progressively worse and died on June 6. 
The diagnosis on discharge was osteoarthritis. 

The autopsy showed a primary carcinoma of the prostate, with extension to the 
seminal vesicles. Metastatic lesions extended to the lungs, lymph nodes, adrenals, 
dura mater (fig. 3), skull, accessory nasal sinuses, bones and skin of the chest, 
abdomen, back and scalp. 

There were calculi of the renal pelves and bladder, hypertrophy of the bladder, 
hydroureter, hydronephrosis, chronic cystitis, ureteritis, pyelonephritis and acute 
epididymitis. 

Microscopic sections of the prostate and of metastatic tumors (figs. 4 and 5) 
confirmed the diagnosis of primary and metastatic carcinoma. 


COM MENT 

While metastases to the lymph nodes and internal organs are fre- 
quent, metastases to the skin are infrequent, and cutaneous metastases 
on the scalp are rare. 

Cutler, Buschke and Cantril‘ stated: 

There are certain barriers which a malignant growth may encounter in its 
spread. These may be in the form of a dense fibrous tissue, periosteum or peri- 
chondrium. . . . The selection of metastatic sites which certain tumors seem to 
exhibit cannot be explained by anatomic considerations alone but must have some 
relation to the biologic affinity of certain forms of growth for a particular soil. 


Metastases to the scalp do not have to go necessarily through the 
skull. Cases with widespread metastases to the skin but not to the 
scalp are as mysterious as the present one, with widespread metastases 
to the scalp and practically none to the rest of the cutaneous surface. 

Willis § mentioned a few reports of cases in which metastases to the 
scalp occurred. They were mostly represented by a small solitary nodule 
or by a few small ones. He said that he had seen a solitary metastasis 


7. Cutler, M.; Buschke, F., and Cantril, S. T.: Cancer: Its Diagnosis and 
Treatment, Philadelphia, W. B. Saunders Company, 1938. 
8. Willis, R. A.: The Spread of Tumours in the Human Body, London, J. & A. 


Churchill, 1934. 














Fig. 4—Low and high power photomicrographs of tissue from tumors of 
the scalp, showing encapsulated tumor masses, made up of polygonal epithelial 


cells arranged in solid strands or in nests or diffusely scattered. 





Fig. 5.—Microscopic section of turban tumors (case reported by Ronchese ?”). 
Compare with pictures of metastatic tumors in figures 3 and 4. 
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of the scalp from a mucoid carcinoma o: the colon. Kaufmann-Wolf, 
among 65 cases of cutaneous metastases, mentioned 1 case in which th: 
scalp was involved. 

Symmers,’?° among 298 cases of malignant tumors, of which 220 
showed metastases, reported that in 3 cases a solitary metastatic tumor 
was located on the scalp. Small metastatic nodules on the scalp were 
reported by Goldsmith" in a 70 year old woman, in whom, subse- 
quently, a carcinoma of the breast was found. A solitary nodule of the 
scalp was reported by Robinson and Castleman ** in a case of benign 
metastasizing hemangioma. This “benign” growth, however, caused 
the death of the patient in twenty-one months. Fay and Henry 
reported a case of subcutaneous metastatic nodule of the scalp from a 
hypernephroma. The authors studied the relation of the temperature 
of the body to metastasis and particularly of the temperature of the 
skin in segments of the body. Metastases are favored by warmth, and 
the head and neck were found to be the warmest parts of the body. 

In Sutton and Sutton’s ° book there is a good illustration of multiple 
metastatic tumors of the scalp from a hypernephroma. It seems that 
the scalp is a preferred site of metastasis from a primary cancer of the 
genitourinary tract. Graves,’* summarizing a statistical study, stated 
that in cases of hypernephroma it is not uncommon to find a metastatic 
tumor before there are any symptoms referable to the genitourinary 
tract. He mentioned the scalp as a location of the rapidly metastasizing 
tumors. 

The statistics of Broders*° showed many metatases of the lymph 
nodes but few of the skin and none of the scalp. 


9. Kaufmann-Wolf, M.: Klinische und histologische Beobachtungen bei Haut- 
metastasen im Anschluss an Karzinom innerer Organe, Arch. f. Dermat. u. Syph. 
114:709, 1913. 

10. Symmers, D.: The Metastasis of Tumors: A Study of Two Hundred and 
Ninety-Eight Cases of Malignant Growth Exhibited Among 5,155 Autopsies at 
Bellevue Hospital, Am. J. M. Sc. 154:225, 1917. 

11. Goldsmith, W. N.: A Case of Metastatic Scirrhous Carcinoma of the 
Scalp, Brit. J. Dermat. 41:270, 1929. 

12. Robinson, J. M., and Castleman, B.: Benign Metastasizing Hemangioma, 
Ann. Surg. 104:453, 1936. 

13. Fay, T., and Henny, G. C.: Correlation of Body Segmental Temperature 
and Its Relation to the Location of Carcinomatous Metastasis: Clinical Observa- 
tions and Response to Methods of Refrigeration, Surg., Gynec. & Obst. 66:512, 
1938. 

14. Graves, R. C.: Analysis of Cases at the Pondville Hospital: Cancer of 
the Genito-Urinary Organs, Am. J. Cancer (supp.) 15:2393, 1931. 

15. Broders, A. C.: Squamous-Cell Epithelioma of the Lip: A Study of Five 
Hundred and Thirty-Seven Cases, J. A. M. A. 74:656 (March 6) 1920; Squamous- 
Cell Epithelioma of the Skin, Ann. Surg. 73:141, 1921; Epithelioma of Cavities 
and Internal Organs of the Head and Neck, Arch. Surg. 11:43 (July) 1925. 
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Keeney '* reported an interesting case of carcinoma of the trachea 
netastasizing to internal organs and to the skin. The trunk of the 
patient was showered with tumors, but none appeared on the scalp. 

So far as I know, the only case of extensive metastases to the scalp, 
a replica of my reported case of turban tumors * (fig. 2), is the one of 
Sequeira.'* The metastatic tumors spread rapidly from a chondro- 
sarcoma of the foot, which was amputated four years previously. How- 
ever, Dr. Sequeira kindly informed me that he had no knowledge of the 
outcome of his case. 

Metastatic tumors diagnosed as such only at the autopsy table are 
not exceptional. 

Symmers '° cited a case of metastatic tumors clinically diagnosed as 
Recklinghausen’s disease. 

The condition in Goldsmith’s '! case was undiagnosed for a long time, 
until the carcinoma of the breast was discovered. In Way and Light's '* 
case of rapid generalized melanosis three or four minute lesions on the 
scalp were the first evidence of metastasis but were not recognized as 
such. They were followed by a shower of metastatic lesions involving 
the entire body, which closely simulated purpura haemorrhagica and 
were diagnosed as such for a while by numerous physicians. 

Montgomery ** stated that he had encountered 2 cases in which the 
cutaneous metastatic lesions were limited to the scalp and misdiagnosed 
as sebaceous cysts or benign sweat gland carcinomas because the primary 
carcinoma of the gastrointestinal tract had not yet become extensive 
enough to be recognized by clinical or laboratory signs. 

In the present case I considered the emaciation of the patient as 
consistent with the age and the long-standing rheumatic arthritis and 
cystitis. I did not give due consideration to the most important fact, 
viz., such an extensive involvement of an area of the body in only 
sixteen months. Even though the grouping of such a large number of 
tumors in such a location is extremely rare and its appearance in this 
case was so strikingly similar to turban tumors, the rapidity of its 
evolution should have ruled out such a diagnosis. The absence of 
tumors in members of the family was also contrary to the diagnosis of 
turban tumors. The fact that the patient did not pay attention to his 
scalp, because of much suffering elsewhere, was misleading, as was the 
histologic diagnosis of the sections from one of the tumors. 


16. Keeney, E. L.: Primary Carcinoma of the Trachea with Cutaneous Car- 
cinomatosis, Bull. Johns Hopkins Hosp. 61:411, 1937. 

17. Sequeira, J. H., and Turnbull, H. M.: Sarcoma of the Skin, & c., Secondary 
to Tumour of the Foot, Proc. Roy. Soc. Med. (Sect. Dermat.) 8:8, 1914. 

18. Way, S. C., and Light, S. E.: Generalized Melanosis: Report of a Case 
with Necropsy, J. A. M. A. 94:241 (Jan. 25) 1930. 

19. Montgomery, H.: Early Recognition and Treatment of Skin Cancer, 
S. Clin. North America 17:1249, 1937. 
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One must be prepared to recognize the occurrence of metastati: 
carcinoma resembling a basal cell epithelioma. The difficulties often me: 
in reaching a pathologic diagnosis are not surprising. Cutler, Buschk 
and Cantril‘ said: 

The histologic structure of a metastatic growth is sometimes more typical of the 
tumor from which it has arisen than is the primary lesion itself. . . . There are 
forms, however, in which the metastases do not resemble the tumor from whic! 
they have arisen and the clinical rather than the histologic considerations must 


guide the diagnosis and management. 


SUM MARY 

A case of unusually extensive metastases to the scalp from a car- 
cinoma of the prostate is reported. 

The case is interesting because of the rarity of metastases to the 
scalp and because of the extreme rarity of the occurrence of such a large 
number of tumors grouped in one area of the body while practically none 
were located on the rest of the cutaneous surface. 

The case is interesting also because of the striking similarity of the 
condition to turban tumors, both clinically and histologically. This 
similarity was the cause of the diagnostic error, which was corrected 


at the autopsy table. 


122 Waterman Street. 





A NEW MODIFICATION OF THE PATCH TEST 
(THE CHAMBER METHOD) 


INGVALD ROKSTAD, M.D. 
OSLO, NORWAY 


Since the so-called patch test (J. Jadassohn; B. Bloch) has been 
adopted widely for examination of eczema, various authors have sug- 
gested modifications of the technic, lately with a view to particular 
purposes (Rattner?; Guild ?). 

In the dermatologic department of the Finsen Institute, systematic 
studies have been carried out since the autumn of 1938 on the non- 
specific (i. e., caustic) effect of various terpenes on the skin. To begin 
with, the same method was employed as is used in this institute for 
eczema tests. A strip of boiled linen, an impermeable layer of cellophane 
and adhesive tape for fixation are used, up to six tests being performed 
on the same strip. The result is read after twenty-four hours, 
and a control reading is made on the following days (Bonnevie*). 

The first examinations gave paradoxic results. For instance, the same 
concentration of a substance, such as 100 per cent alpha pinene, gave 
in some persons a maximal reaction (purulent bulla) and in others a 
perfectly negative reaction. Moreover, on repetition of the test on the 
same persons, results widely divergent from the first ones could be 
observed. Often the reactions were inversely proportional to the con- 
centrations employed, a low concentration giving a stronger reaction 
than a high concentration. 

As the differences in these results could not be ascribed to individual 
differences in the properties of the skin, it seemed reasonable to attribute 
them to defects in the method employed for the tests (largely to insuf- 
ficiency of the so-called impermeable layer), enabling the volatile 
test substances to escape. This was strongly suggested by the fact that 
in the first hours after their application the test patches gave off a strong 
odor, which subsided gradually. 

Negative reactions (or simply absence of reactions) were met with 
regularly in tests in which the tape had formed folds so that the cello- 


From the Department of Dermatology, Finsen Institute (Prof. Svend Lomholt). 

1, Rattner, H.: A Device for a “Continuous” Patch Test, Arch. Dermat. & 
Syph. 38:619 (Oct.) 1938. 

2. Guild, T. B.: Window Patch Test, Arch. Dermat. & Syph. 39:807 (May) 
1939, 

3. Bonnevie, P.: Aetiologie und Pathogenese der Ekzemkrankheiten, Copen- 
hagen, Nyt Nordisk Forlag Arnold Busck, 1939, p. 55. 


649 








650 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


phane sheet did not fit tightly to the skin. However, such reactions 
were observed also in tests in which the patch apparently was fitting 
snugly. 

These two circumstances suggested that the test substances might 
escape not only through leaks between the cellophane plate and the skin 
but also directly by diffusion through the cellophane plate. These short- 
comings were not so conspicuous with pinene-hypersensitive persons, 
on whom the tests were made with lower concentrations and the 
test material consisted largely of a nonvolatile substance, namely, olive 
oil (less evaporation). 

Experiments were made, therefore, with modifications of the imper- 
meable layer, the sheet of cellophane being replaced by a somewhat 
thicker plate, of celluloid. This plate, however, did not enclose the 
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Fig. 1—Forceps for production of the chamber. 


patch as well as did the cellophane sheet; it rather exerted pressure on 
the test patch, so that the substance in use was forced out along the 
margin, where some of it escaped. In order to avoid this the center 
of the plate was transformed into a chamber, so that no pressure was 
exerted on the test patch. 

This chamber was obtained by pressing the celluloid plate with a 
forceps resembling a nutcracker (fig. 1), one arm of which had a cir- 
cular hole 8 mm. in diameter, while the other was equipped with a 
circular knob that fitted into this hole. These celluloid chambers will 
soon be manufactured commercially. 


THE CHAMBER METHOD 


After numerous experiments with various chambers the most appro- 
priate device was selected (fig. 2). 
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The chamber is circular, with a roundish top; it is surrounded by a 
flat marginal plate. The diameter of the chamber is 8 mm., and its 
central height, measured from the inferior surface of the marginal plate 
(external measurement), is 1.8mm. The celluloid plate is square, each 
side measuring 18 mm. in length and 0.3 mm. in thickness. 

The transformation of the impermeable layer from a plate to a 
chamber brings about an effect entirely different from that of the former 
arrangement, as it not only prevents escape of the volatile test substances 
but exerts a special effect on the skin. 

When the patch is removed after twenty-four hours and the con- 
centration employed has not been strong enough to give a reaction, 
the skin shows a platelike elevation corresponding to the lumen of the 
chamber, pale and firmly infiltrated. It is like an urticarial wheal or 
papule, or like the site of a recent intracutaneous injection. It dis- 
appears within half an hour. 

This “papule” is to be looked on not as a product of pressure but 
rather as the opposite, a result of suction. 


OE allt 1418 mm, 


A B 














Fig. 2.—A, chamber seen from above; B, chamber seen from the side. 


As the patch test is applied, the skin is pressed up into the chamber 
so that all air is forced out. (At the same time a little of the test fluid 
is forced out between the collar plate of the chamber and the under- 
lying skin, making the connection more air tight.) After application of 
the adhesive tape the chamber is fixed firmly, yet the skin in the chamber 
is able to retract somewhat on account of its elasticity. This gives a 
negative pressure in the chamber and a corresponding suction effect on 
the skin, which not only prevents the skin from retracting entirely from 
the chamber but causes this area of the skin gradually to be infiltrated 
with the tissue juice. 

A condition for the establishment of this suction effect is that the 
height of the chamber be not too low, that the marginal plate around the 
chamber be not too narrow and the tape sufficiently sticky. A very 
low chamber will have only a slight suction effect, and a very narrow 
marginal plate may easily release the firm hold on the skin so that air 
invades the chamber again. In applying the patch a slight pressure 
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is to be exerted, and the skin must fill the chamber before the adhesive 
tape is put on. 

Figure 3 illustrates the chamber ready for application (with patch 
and tape), its application to the skin and a papule seen immediately 
after removal from the chamber. 

Now and then the papule may be absent or inconspicuous (merely 
a mark of pressure). This is due to the circumstance that a suction 
effect was not obtained or soon ceased. In such cases the method yields 
no more than does the ordinary patch test and the result is to be con- 
sidered a failure. 

The papule is the criterion of a successful test. A pale papule means 
a truly negative reaction, whereas the absence of a papule indicates a 
failure of technic and requires repetition of the test. 

The pale papule can never be misinterpreted as a positive reaction, 
as a positive reaction always produces definite changes on the surface 








Fig. 3—A, chamber ready for use (mounted on the tape, and with the patch 
in place). B, chamber applied to the skin. C, skin about ten minutes after removal 
of the chamber and patch. The reaction is negative. The papule is a criterion 
of the successful performance of the test. 


(such as redness, brownish pigmentation, scaling or pustules), according 
to the concentration employed and the reacting organism. 

Results of a comparative assay of the ordinary patch test and the 
chamber method with employment of volatile substances (so far only 
volatile substances have been employed for such tests) are in favor of 
the chamber method. In general, the ordinary patch test gives fairly 
reliable results under favorable circumstances, but the outcome may 
readily be influenced by technical defects in the application of the test, 
and if several such defects happen to occur at the same time the result 
may be a complete failure of the test—without any evidence to this effect. 

The chamber method also may fail; i. e., it happens now and then 
that no suction effect is obtained. Then, however, the papule is absent 
too. 

As to the positive reactions with the method formerly employed, 
distinction is made between a minimal reaction (mere redness) and a 
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maximal reaction (purulent bulla). The minimal reaction may in rare 
cases appear in response to a concentration of 45 per cent and the 
maximal reaction to one of 75 per cent, but the appearance of positive 
reactions was more regular only with employment of higher concentra- 
tions, and the maximal reaction was often absent even on application 
of a 100 per cent solution. 

With the chamber method the same reactions commonly appear in 
response to concentrations of 30 and 60 per cent. As far as the maximal 
reaction is concerned, it has been observed in a few cases even with a 
concentration of 45 per cent, and practically always before one of 100 
per cent is reached. 

Probably the greater effectiveness of the chamber method is due to 
the circumstance that the chamber forms not merely a water-tight but 
also an air-tight space, from which the test substance may disappear 
only in the way that is intended, through absorption by the skin. Further- 
more, it is conceivable that the protective layer of horn and sebum on 
the skin is influenced by the suction effect of the chamber in such a way 
as to facilitate the permeation of the test substances, so that they more 
rapidly come in contact with the cells of the skin that react to their 
presence. 

SUMMARY 


For examination of the nonspecific toxic (i. e., caustic) effect on the 
skin exerted by certain volatile substances (e. g., terpenes) the patch 


test method commonly employed in eczema tests is unreliable. 

A new method has been worked out, therefore, in which the cello- 
phane plate (or impregnated cambric) is replaced by a celluloid chamber 
(fig. 2), which is fixed to the skin with adhesive tape (or, in cases of 
hypersensitiveness to the tape, with a paste made with 15 Gm. of zinc 
oxide, 15 Gm. of gelatin, 25 Gm. of glycerin and 45 cc. of distilled 
water). 

When applied correctly, the chamber exerts a suction effect on the 
skin, not merely providing an air-tight space that prevents escape of 
the volatile test substance but inducing the formation of a papule within 
a certain length of time (fig. 3 C). 

This papule, then, indicates that the suction effect has been present ; 
in other words, it constitutes the criterion of a successful test technic. 
Besides, the edematous condition of the papule may be assumed to 
facilitate the absorption of the test substances through the horny and 
sebaceous barrier of the skin. 

In studies on the toxicity (i. e., the caustic effect) of the terpenes, 
which will be published later, this method has given constant results, 
revealing lower threshold values than had been previously established 
for erythematous or for bullous (purulent) reactions. 
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ANDROGENIC SUBSTANCE AND SWEAT 


THEODORE CORNBLEET, M.D. 
AND 
BRODA BARNES, M.D. 
CHICAGO 


The development of the pilosebaceous apparatus at puberty and the 
commonly believed association of some cutaneous diseases, such as acne, 
with the “sex hormones” prompt the belief that the skin is intimately 
influenced by these agents. It has been shown that preparations of these 
hormones when applied to the skin may be absorbed and have systemic 
action.’ 

When androgens are injected intramuscularly, only a part of the 
total can be recovered in the urine. Since the skin is so permeable 
to the substances from without inward, it seemed possible that route 
of excretion might be through the sweat. An investigation therefore 
was made to determine to what extent androgenic substances occurred 
on the surface of the skin or in the sweat and oil. 


METHOD 


The subjects were encased in a rubber sack as far as the neck and placed in 
a heat cabinet. Some were given 50 mg. of testosterone propionate * intramuscularly 
twenty-four or forty-eight hours previously. The amount of sweat collected 
varied from 70 to 125 cc. This contained cellular debris and sebaceous gland 
secretion elements. The collected material was acidified with one-tenth volume 
of hydrochloric acid. The mixture was shaken in a separatory funnel with a 
small quantity of ether (50 cc.). After the two layers were separated, the ether 
was removed and the sweat extracted a second time with ether. The ether 
extracts were combined and concentrated to a small volume. Mazola (corn) oil 
(5 cc.) was added and the last of the ether removed on a water bath under 
reduced pressure. The oil was assayed for androgenic content on 1 day old white 
leghorn chicks. Three birds were used for each preparation. Each received 
0.2 cc. daily for six days, and their combs were examined for any stimulation on 


From the Department of Dermatology of the University of Illinois College 
of Medicine. 

The expenses for this investigation were defrayed by a grant from the Com- 
mittee on Scientific Investigation of the American Medical Association. 

1. Kearns, W. M.: The Clinical Application of Testosterone, J. A. M. A. 
112:2255 (June 3) 1939. 

2. Hoskins, W. H.; Coffman, J. R.; Koch, F. C., and Kenyon, A. J.: The 
Effect of Testosterone Propionate on the Urinary Excretion of Androgens and 
Estrogens in Eunuchoidism, Endocrinology 24:702, 1939. 

3. The testosterone propionate (perandren) was furnished by the Ciba Company. 
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the seventh day. A control series of tests was always run in which the chickens 
received 20 micrograms of crystalline androsterone* in 0.2 cc. of mazola (corn) 
oil daily. Out of 15 birds in the control series, sometimes 1 would fail to respond 
to this dose. The results of the tests on 7 human beings are shown in the accom- 
panying tabulation. 


Treatment Result 


None Negative 
None Negative 
None Negative 
50 mg. testosterone Negative 
50 mg. testosterone Negative 
50 mg. testosterone Negative 
50 mg. testosterone Negative 


J. M., a normal white woman 35 years old, was caused to sweat at repeated 
intervals, at which times about 125 cc. of sweat would be obtained. The speci- 
mens were preserved with chloroform in the refrigerator. A total of 2,000 cc. 
was collected. Concentrated hydrochloric acid (200 cc.) was added, and the 
mixture was boiled for fifteen minutes. It was then cooled and extracted with 
chloroform for forty-eight hours in a continuous extractor. The chloroform was 
evaporated and the residue taken up in ether. This was evaporated to a small 
volume and 5 cc. of mazola (corn) oil added. The remainder of the ether was 
removed with vacuum in a water bath of boiling water. The oil was assayed 
on 3 white leghorn baby chicks, with uniformly negative results. Since the 
method would detect 0.36 mg. of androsterone, it would appear that a negligible 
quantity was excreted in the 2 liters of sweat. 

The method was tested for recovery by adding 5 mg. of crystalline androsterone 
to a sample of sweat. One tenth of the volume of concentrated hydrochloric acid 
was added and the mixture extracted twice with a small amount of ether, the 
separatory funnel being used. The ether extract was put into mazola (corn) oil 
and assayed on 3 white leghorn baby chicks. All 3 gave a positive response. This 
indicates that the method would recover added androgen. 


COMMENT 


Thus far, most attempts at finding “sex hormones” in the sweat 
have ended in failure. Gilman and Weidman® were unable to obtain 
a positive Aschheim-Zondek reaction with the sweat from a pregnant 
woman. Japanese investigators® did not find evidence of estrogenic 
substance in the sweat. Garofalo,’ using the rabbit as test animal, 


4. The crystalline androsterone was furnished by G. Stragnell, of the Shering 
Corporation. 

5. Gilman, R. L., and Weidman, F. D.: Perspiration: Absence of Ascheim- 
Zondek Hormone in Pregnancy, Arch. Dermat. & Syph. 25:852 (May) 1932. 

6. Kosako, J.; Okamoto, S., and Kosuge, T.: Are Sexual Hormones Excreted 
in Sweat? Jap. J. Obst. & Gynec. 20: 279, 1937. 

7. Garofalo, A.: Presence of Pituitary Hormones in Sweat of Pregnant 
Animals, Clin. obst. 36:69, 1934. 
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obtained only negative reactions for gonadotropic substance. When the 
mouse was used he found only small quantities of gonadotropic sub- 
stance irregularly. Consoli® was able to confirm Garofalo’s results. 
The present data show that there was no androgenic substance evident 
in as much as 2 liters of sweat. 

It appears that appreciable quantities of the “sex hormones” are not 
regularly present on the surface of the skin or in the secretions found 
there. We have used these various factors locally on the skin in the 
treatment of acne and of several other dermatoses. 


SUMMARY 


No appreciable quantity of androgenic substance has been found in 
as much as 2,000 cc. of sweat. 

Androgenic substance was not detected in the sweat or on the cuta- 
neous surface after intramuscular injection of large quantities of 
testosterone propionate. 


8. Consoli, V.: Prolan (Pituitary Preparation) in Sweat of Pregnant Women, 
Clin. obst. 36:80, 1934. 





OF VITAMIN C IN VARIOUS 
CUTANEOUS DISEASES 


WALTER F. LEVER, M.D. 
AND 


JOHN H. TALBOTT, M.D. 
BOSTON 


The concentrations of vitamin C in the blood of 68 apparently 
healthy persons and in that of 181 patients seen in the dermatologic 
clinic are reported in this paper. The experimental data on both groups 
showed wide scattering. No significant correlation was noted in the 
second group between the concentration of vitamin C in the blood and 
the development of lesions of the skin. Large amounts of vitamin C? 
were given to selected patients, but no therapeutic effects were achieved. 

The purpose of this study was confirmation or rejection of the pre- 
sumption that a deficiency of vitamin C in the body is a contributory 
etiologic factor in the production of certain diseases of the skin. This 
presumption has been based on data obtained by several investigators 
from patients with psoriasis, urticaria, lupus vulgaris, lupus erythemato- 
sus, generalized exfoliative dermatitis and eczema. They observed in 
most instances a low level of vitamin C in the blood or a diminished 
excretion of this substance in the urine, and treatment with large 
amounts of vitamin C produced equivocal results. 


PROCEDURE 


The blood for determinations of vitamin C was taken in the morning 
from persons who had not consumed that day any food which contained 
vitamin C. A short dietary history was obtained at the same time. The 
determination on the blood was performed shortly afterward, by the 
macromethod described by Mindlen and Butler.* 


VITAMIN C IN APPARENTLY HEALTHY PERSONS 


Literature—The level of vitamin C in the blood in apparently 
healthy persons varies over a great range. Abt and Farmer ® stated that 


This investigation was aided by the Corn Industries Research Foundation. 

From the Dermatological and Medical Clinics of the Massachusetts General 
Hospital and the Fatigue Laboratory, Harvard University. 

1. Merck and Co. supplied the vitamin C used in this study. 

2. Mindlen, R. L., and Butler, A. M.: Determination of Ascorbic Acid in 
Plasma: Macromethod and Micromethod, J. Biol. Chem. 122:673, 1938. 

3. Abt, A. F., and Farmer, C. J.: Vitamin C: Pharmacology and Thera- 
peutics, J. A. M. A. 111:1555 (Oct. 22) 1938. 
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“in healthy individuals on what is considered an adequate vitamin C 
intake the blood plasma value will be 0.7 mg. per hundred cubic centi- 
meters or above. Blood plasma values below 0.7 mg. per hundred cubic 
centimeters are subnormal or at least suboptimal. Active scurvy may 
occur with values ranging up to 0.4 to 0.5 mg. per hundred cubic centi- 
meters.” King * stated the belief that a normal concentration is above 
1 mg. per hundred cubic centimeters, that 0.8 mg. is low and that with 
0.5 mg. scurvy may develop. Ingalls ° summarized the vitamin C values 
in the blood of a series of children as follows (values represent milli- 
grams per hundred cubic centimeters) : 


Optimum 
Saturation 


Low normal 0.70-0.50 
Suboptimum 0.50-0.30 


Deficiency 
Asymptomatic scurvy 0.30-0.15 
Scurvy [clinical] 


Trier,® of Copenhagen, Denmark, in observing a large group of 
normal persons, found that the vitamin C level in the summer ranged 
between 0.30 and 0.50 mg. per hundred cubic centimeters and in the 
winter between 0.20 and 0.35 mg. The difference was attributed to the 
lower consumption of fruit during the winter and spring. 

Degulf * found a low vitamin C level to be a “normal condition” for 
the Swedish population during the winter. In 326 healthy persons in 
the spring, the average vitamin C level was 0.22 mg. per hundred cubic 
centimeters. In the same group in the summer the average was about 
0.90 mg. Rietschel * maintained that saturation with vitamin C is not 
the normal state and opposed the view of Szent-Gyorgyi that an increased 
intake of vitamin C leads to an “increased general health.” He expressed 
the opinion that scurvy is the only clinical syndrome which has been 
proved to be due to hypovitaminosis C, and that only small amounts 


of vitamin C are necessary to prevent that disease.® According to his 


4. King, C. G.: The Physiology of Vitamin C, J. A. M. A. 111:1098 (Sept. 
17) 1938. 

5. Ingalls, T. H.: Studies on the Urinary Excretion and Blood Concentration 
of Ascorbic Acid in Infantile Scurvy, J. Pediat. 10:577, 1937. 

§. Trier, E.: Die jahreszeitlichen Schwankungen der Serumascorbinsaure, 
Klin. Wchnschr. 17:976, 1938. 

7. Degulf, H.: Zur Frage der C-Hypovitaminose, Klin. Wchnschr. 18:669, 
1939. 

8. Rietschel, H.: C-Vitaminbedarf und C-Hypovitaminose, Klin. Wcehnschr. 
17:1787, 1938. 

9. Rietschel, H.: Zur Frage des optimalen und minimalen C-Vitaminbedarfes 
beim Menschen, Mifinchen. med. Wchnschr. 86:811, 1939. 





LEVER-TALBOTT—VITAMIN C AND CUTANEOUS DISEASE 659 


statements, values of 0.2 and 0.3 mg. per hundred cubic centimeters are 
not abnormal and there is little likelihood of scurvy’s developing until 
the level falls approximately to zero. 

Experimental Observations.—In our control study, 43 nurses of the 
Massachusetts General Hospital and 25 students of the Harvard Medi- 
cal School were selected without regard to dietary habits. All appeared 
to be in good health. Both groups ate most of their meals in institutions 
where a balanced diet relatively rich in vitamin C was served. There 
were some, however, who did not care particularly for fruit. Others 
enjoyed it a great deal and complemented their daily intake from outside 
sources. The level of vitamin C in the plasma of the 68 persons (table 1) 
ranged from 0.10 to 1.46 mg. per hundred cubic centimeters. The 
average was 0.60 mg. The level was below 0.30 mg. in 8 persons. The 
average for the two groups was essentially the same: 0.58 mg. among 


TABLE 1.—Experimental Observations on One Hundred and Eighty-One Patients 
and on Sixty-Eight Apparently Healthy Controls 








Concentration of Vitamin C, 
in Mg. per 100 Ce. of Plasma 


8 ne — 





Cutaneous Diseases 0-0.14 0.15-0.29 0.30-0.59 0.60-0.99 Above 1.0 


Miscellaneous types of dermatitis.......... 1k 7 
Psoriasis 3 
Urticaria 

Lupus vulgaris 

Lupus erythematosuS.............cssee.e05 
Atopic eczema 

Exfoliative dermatitis..................... 


3 
4 
l 
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the nurses and 0.62 mg. among the students. Most of those with low 
levels ate fruit only occasionally. 


VITAMIN C IN CUTANEOUS DISEASES 


Literature-—The following reports are believed to be typical of 
those in the current literature. No attempt has been made to make an 
exhaustive survey. 

(a) Psoriasis: Reiss '° observed a depletion of vitamin C in patients 
with psoriasis despite an adequate intake. He attributed the depletion 
to disturbed cellular metabolism of the epidermis and a resultant 
increased demand for vitamin C. Clinical improvement followed treat- 
ment with vitamin C. Lutz ™ reported a favorable response to treatment 


10. Reiss, F.: Psoriasis vulgaris und Hypovitaminosis C, Acta dermat. 30:1, 
1937, 

11. Lutz, W.: Einige Beobachtungen iiber die Beeinflussungsméglichkeit der 
Psoriasis durch Ascorbinsaure, Schweiz. med. Wchnschr. 65:1169, 1935. 
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in 3 cases. The lesions, however, recurred subsequently. Volpe *? noted 
good results in 5 cases of long-standing psoriasis. 

(b) Urticaria: Rosenberg ** determined the vitamin C level of 7 
patients with urticaria and found values between 0.31 and 0.52 mg. per 
hundred cubic centimeters. He assumed 0.80 mg. to be low normal and 
suggested that vitamin C deficiency was responsible for the urticaria. 
Good therapeutic results followed administration of the active substance. 


(c) Lupus Vulgaris: As several observers had reported a deficiency 
of vitamin C in patients with pulmonary tuberculosis, Wernick 
determined the excretion of this substance in the urine of patients with 
lupus vulgaris. In 10 of 14 cases the spontaneous elimination of vitamin 
C was below 30 mg. per day ; in 2 cases it was below 50 mg., and in only 
2 was it within the normal range, which the author assumed should 
be above 70 mg. per day. An interval longer than that necessary for 
normal persons was needed to produce with daily administration of 100 
mg. a significant increase in the amount of vitamin C excreted in the 
urine. Clinical improvement was not impressive. As an explanation it 
was noted that the period of administration for each patient was from 
ten to fifteen days and that possibly this was too brief a period in which 
to anticipate benefit. 


(d) Lupus Erythematosus: Finkle ** investigated the urinary elimin- 
ation of vitamin C in 5 cases of acute lupus erythematosus, and in each 
instance the amount was low. In studying a large series of patients 
with various diseases he found that the 5 patients with acute lupus 
erythematosus were the only ones who did not respond with a steep 
rise in the urinary elimination of vitamin C after daily administration 
for one week of 400 cc. of orange juice. Favorable therapeutic results 
were not obtained with ingestion of large quantities of crystalline 
vitamin C. 

(e) Generalized Exfoliative Dermatitis: Miller ‘® reported excel- 
lent results following ingestion of vitamin C in 1 case of generalized 
exfoliative dermatitis of the Wilson-Brocq type. 


12. Volpe, I.: Ueber mehrere Erfolge in der Psoriasisbehandlung mit Vitamin 
C, Schweiz. med. Wchnschr. 67:498, 1937. 

13. Rosenberg, W. A.: Vitamin C Deficiency as a Cause of Urticaria, Arch. 
Dermat. & Syph. 37:1010 (June) 1938. 

14. Wernick, E.: Ueber die Ausscheidung der L-Ascorbinséure (Vitamin C) 
im Harn, Dermat. Ztschr. 75:177, 1937; 76:189, 1937. 

15. Finkle, P.: Vitamin C Saturation Levels in the Body in Normal Subjects 
and in Various Pathological Conditions, J. Clin. Investigation 16:587, 1937. 

16. Miiller, W.: Die Behandlung von Hautkrankheiten mit Vitaminen’ unter 
besonderer Beriicksichtigung eines Falles von Dermatitis exfoliativa generalisata 
(Wilson-Brocq), Miinchen. med. Wchnschr. 83:2116, 1936. 
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(f) Eczema: In cases of eczema, Araki ** observed a relatively low 
excretion of vitamin C after intravenous injection of a constant amount 
of this substance. Patients used as controls excreted approximately 3 
times the quantity that those with eczema did. 

(g) Purpura: Wolbach ** expressed the belief that vitamin C is an 
important factor in the formation of the colloidal intercellular substance 
of the capillary wall. In scorbutic patients, intake of vitamin C is asso- 
ciated with a return of capillary resistance. Finkle *® found a normal 
vitamin C excretion in only 3 out of 19 cases of purpura. Abt and 
Farmer,® however, found vitamin C of no avail in the treatment of 
patients with thrombopenic purpura, and the capillary resistance of 
the skin remained abnormally low. 


Experimental Observations—The 181 patients investigated by us 
were suffering from various diseases of the skin that are enumerated 
in table 1. The particular diseases were selected for study because 
favorable therapeutic effects following a high intake of vitamin C had 
been reported. The average blood level for this group of patients was 
0.36 mg. per hundred cubic centimeters. In 55 per cent the level was 
below 0.30 mg. Throughout the series the values of vitamin C were 
scattered ; in some patients they were high; in others, low. In patients 
with psoriasis the concentrations varied between 0 and 1.20 mg., with 
urticaria between 0 and 1.12 mg. with atopic eczema between O and 
1.13 mg., and with lupus erythematosus between 0 and 1.32 mg. There 
were 3 diseases, however, in which there appeared to be lower con- 
centrations than in the others. These were purpura, exfoliative dermatitis 
and pemphigus. Three of 4 patients with purpura, 7 of 8 patients with 
generalized exfoliative dermatitis and 6 of 8 patients with pemphigus had 
values below 0.30 mg. per hundred cubic centimeters. 

A short dietary history was taken of 117 patients. A high intake 
of vitamin C was assumed if fresh fruit was consumed at least five times 
each week. A low intake was assumed if fruit was eaten only occa- 
sionally. The information obtained from the patients was probably not 
thoroughly reliable, but was useful as a first approximation. On this 
basis 40 patients were found to have a high, 30 a moderate and 47 a 
low intake of vitamin C. The consumption of foods containing vitamin 
C was considerably lower in the patients than in the controls. This 
difference was attributed to the lower social strata of the former group. 
The correlational data of the level of vitamin C in the blood and the 
intake are given in table 2. There is a high correlation in the extremes. 


17. Araki, R.: Ueber die Ausscheidung von Vitamin C im Harn von ver- 
schiedenen Hautkranken, Jap. J. Dermat. & Urol. 42:132, 1937. E 

18. Wolbach, S. B.: Pathologic Changes Resulting from Vitamin Deficiency, 
J. A. M. A. 108:7 (Jan. 2) 1937. 
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Those who usually ate an inadequate diet had low levels in the blood, 
and those with a good diet had higher levels. 


TREATMENT WITH VITAMIN C 


Eighteen patients with a low level of vitamin C in the blood were 
given daily over a period of two to ten weeks 200 mg. of this substance 
by mouth. The average level in the blood at the end of this experimental 
period was 0.97 mg. per hundred cubic centimeters. 

The numbers of patients and diseases treated were as follows: 5 
patients with urticaria, 4 with lupus vulgaris, 3 with eczema, 2 with 
generalized exfoliative dermatitis, 2 with psoriasis, 1 with purpura and 
1 with pemphigus. None of these patients showed improvement which 
was believed attributable to the high intake of vitamin C. 


TABLE 2.—Dietary Intake of Vitamin C and Plasma Levels of One Hundred 
and Seventeen Patients 








Concentration of Vitamin C, 
in Mg. per 100 Cc. of Plasma 
—— 





Dietary Intake of Vitamin C “00.14 0.15-0.29 0.300.509  0.60-0.99 Above 1.0 


4 16 ll 6 
1 9 9 oe 
12 6 1 2 





COMMENT 


Normal Persons.—Wide variations were observed in the level of 
‘ vitamin C in apparently healthy persons. In most instances there was 
a direct correlation between the level of the vitamin in the blood and 
the consumption of foods which contain it. The average level in the 
blood was 0.60 mg. per hundred cubic centimeters. Only 12 per cent of 
the group had a concentration less than 0.30 mg., which is believed to 
be the lower limit of normal. 

Persons with Cutaneous Diseases —The average level of vitamin C 
in the blood of the patients with cutaneous diseases was 0.36 mg. per 
hundred cubic centimeters. A diminished consumption of vitamin C 
is assumed to be a satisfactory explanation. It is believed that the 
level of vitamin C in the blood bears no relation to the development 
of psoriasis, urticaria, lupus erythematosus, lupus vulgaris, acne and 
dermatitis. On the other hand, the number of patients with purpura, 
pemphigus and generalized exfoliative dermatitis who had low blood 
vitamin C values may be significant. The fact that high values can 
occur in these diseases militates, however, against any etiologic connec- 
tions. Further, one should keep in mind that in addition to having a 
low intake of vitamin C the majority of these patients were ill and had 
fever, and in severe illnesses, such as pneumonia, diphtheria and tuber- 
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culosis, a diminished concentration of vitamin C has been reported. 
Degulf ? observed the following values in 255 patients with tuberculosis: 
In the spring the average was 0.10 mg. per hundred cubic centimeters 
(controls, 0.22 mg.), while in the summer the average was 0.47 mg. 
(controls, 0.90 mg.). Trier ° made similar observations on patients with 
acute febrile or pyogenic diseases. He noticed that patients who came 
into the hospital with a sudden febrile disease and a normal vitamin C 
level showed a gradual decrease of this substance in the blood. He 
concluded that under such circumstances the body uses more vitamin C 
than otherwise. 

The higher average vitamin C level in the group of normal persons 
(0.60 mg. per hundred cubic centimeters) than in the group of patients 
(0.36 mg.) can probably be explained by the diet. The diet of most 
of the normal persons was thought to be adequate in vitamin C. If 
comparison is made between the normal persons and the patients with a 
similar adequate intake, the results are similar. That is, 87 per cent 
of the normal persons and 82 per cent of the patients on an adequate 
diet had blood concentrations greater than 0.30 mg. 


SUMMARY 


The literature on the role of vitamin C in cutaneous diseases is 
reviewed. The vitamin C content was determined in the blood of 68 
apparently healthy persons and of 181 patients with various diseases 


of the skin. Eighteen of these patients received treatment with large 
amounts of vitamin C. 
CONCLUSIONS 

1. The level of vitamin C in the blood bears a direct relation to 
the intake of foods which contain this substance. 

2. Apparent good health may be maintained with a low concentration 
of vitamin C in the body. 

3. There is no direct correlation between the level of vitamin C 
in the blood and the development of the several diseases of the skin 
which were investigated. 

4. Most patients with pemphigus, purpura or generalized exfoliative 
dermatitis had low levels of vitamin C in the blood. The probable 
explanation is that most of these patients had been ill for a long period 
with an elevated temperature. The patients with other cutaneous diseases 
investigated had wide scattering of values. 

5. Eighteen patients with various diseases of the skin under treat- 
ment with large amounts of vitamin C showed no coincidental 
improvement. - 


Dr. C. Guy Lane assisted in the preparation of this paper. 














TREATMENT OF PSORIASIS WITH 
CONCENTRATED VIOSTEROL 


UNDER THE AUSPICES OF THE CINCINNATI SOCIETY 
OF DERMATOLOGY AND SYPHILOLOGY 


GEORGE E. CLARKE, M.D. 
CINCINNATI 


Because of the involution of many psoriatic lesions during the sum- 
mer months, when there is the greatest exposure to sunlight, Krafka? 
was led to the hypothesis that large quantities of vitamin D would be 
beneficial in the treatment of psoriasis. Three patients were treated 
with halibut liver oil with viosterol or with viosterol in varying amounts 
up to 20,000 U. S. P. units of vitamin D per day. In 2 cases the con- 
dition was of long standing; in the other, of fairly recent origin. In 
all there was material improvement. 

Cedar and Zon ? reported the treatment of 15 patients with irradiated 
ergosterol. Doses ranged from 300,000 to 400,000 U. S. P. units of 
vitamin D per day. Of the 15 patients treated, 11 showed complete 
involution in from six to twelve weeks. Recurrence occurred in 6 
patients in six weeks to five months after discontinuance of the 
treatment. 

Reactions to and toxic effects of massive doses of vitamin D have 
been discussed by many authors and were reviewed by Tauber and 
Clarke.* 

In the fall of 1937 members of the Cincinnati Society of Dermatol- 
ogy and Syphilology were given the opportunity to determine the value 
of massive doses of vitamin D in psoriasis. 

Material of two kinds was used. One was natural fish oil adjusted 
so that each capsule contained 50,000 U. S. P. units of vitamin D and 
not more than 50,000 U. S. P. units of vitamin A. The other consisted 
of a concentrated selectively irradiated ergosterol in oil (viosterol in 


1. Krafka, J.: A Single Treatment for Psoriasis, J. Lab. & Clin. Med. 21: 
1147-1148, 1936. 

2. Cedar, E. T., and Zon, L.: Treatment of Psoriasis with Massive Doses of 
Crystalline Vitamin D and Irradiated Ergosterol, Pub. Health Rep. 52:1580-1584, 
1937. 

3. Tauber, E. B., and Clarke, G. E.: Treatment of Pemphigus with Con- 
centrated Viosterol, Arch. Dermat. & Syph. 40:82-89 (July) 1939. 
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oil), each capsule containing 50,000 U. S. P. units of vitamin D.* One 
eroup of members was given the natural oil, and another group, the 
viosterol in oil. 

Thirty-seven patients with psoriasis were treated with the natural 
fish oil, while 107 were treated with the viosterol in oil. The accompany- 
ing table gives the results of the experiment. 


Number Average Average Slight No 
Source of of Dose in Length of Complete Improve- Improve- Reac- 
Vitamin D Patients U.S.P. Units Treatment Relief ment ment tions 


Natural fish oil 37 800,000 to 8 to4 None 30% 70% Mild 
400,000 months 


Viosterol in ofl 
(irradiated er- 107 300,000 to 8to4 12% 15% 73% Mild 
gosterol in oil) 400,000 months 


COMMENT 


Of the 37 patients treated with the natural fish oil, none showed 
complete involution of psoriatic lesions, while only 30 per cent showed 
any improvement. Not only did the remaining 70 per cent show no 
improvement, but some of them even became worse under treatment. 
Of the 107 patients treated with viosterol in oil, 12 per cent showed 
complete involution, 15 per cent slight improvement and 73 per cent 
no change. 

All the patients were treated during the winter months, so that climatic 
conditions would not influence the results. Adjunctive treatment was 
used in only a few cases, but did not seem to influence the results in 
any way. The adjunctive treatment consisted only of local applica- 
tions of petrolatum, hydrous wool fat and small doses of ultraviolet 
radiation. Roentgen ray treatment was given to selected areas in a 
few cases, but the control areas in these cases were not affected by 
massive doses of vitamin D. 

SUMMARY 

Natural fish oil in massive doses, yielding 300,000 to 400,000 
U. S. P. units of vitamin D, was given to 37 patients with psoriasis 
daily for periods of three to four months. 

Viosterol in oil (irradiated ergosterol in oil) in similar massive 
doses, of 300,000 to 400,000 units of vitamin D, was given to 107 
patients with psoriasis daily for periods of three to four months. 

Only 12 per cent of the patients receiving viosterol in oil showed 
complete involution of psoriatic lesions. 

Seventy per cent of both groups showed no improvement under 
this type of therapy. 


4. Both types of capsules were furnished by the Wm. S. Merrell Company, 
Cincinnati. 
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CONCLUSIONS 


1. Both natural and synthetic vitamin D preparations are safe to 
give in massive doses over long periods of time. 


2. This type of therapy is unreliable to control or to cause involu- 
tion of psoriatic lesions. 





RATE OF ULCERATION OF EPITHELIOMAS 
OF THE SKIN AND LIP 


WILLIAM D. WILSON, M.D. 
SAVANNAH, GA. 


Since Broders ' made known his application of natural laws to evolve 
the principle of grading carcinomas as to their degree of malignancy, 
this basis for determining the prognosis and the proper treatment for 
cancer has become more and more essential to the armamentarium of 
the pathologist, the surgeon and the roentgenologist. Numerous reports ” 
may be found in the literature concerning its dependability both in 
determining the prospect for cure and as a guide to the type of treat- 
ment which may be most beneficial for a particular condition. The bulk 
of this work, however, is concerned with the future of the patient rather 
than with the evolution of the growth itself. Broders **» noted a close 
association of the size of the epitheliomas of the skin and lip and their 
grade of malignancy, but I have not observed in the literature any attempt 
to correlate these factors with the duration of the lesion. 

Obviously lesions of the skin and lip lend themselves most readily 
to this type of study, because, although admittedly it is difficult and 


Abridgment of a thesis submitted to the faculty of the Graduate School of 
the University of Minnesota in partial fulfilment of the requirements for the degree 
of Master of Science in Surgery. When this work was done the author was a 
Fellow in Surgery at the Mayo Foundation. 

1. Broders, A. C.: (@) Squamous-Cell Epithelioma of the Lip: A Study of 
Five Hundred and Thirty-Seven Cases, J. A. M. A. 74:656-664 (March 6) 1920; 
(b) Squamous-Cell Epithelioma of the Skin: A Study of Two Hundred and Fifty- 
Six Cases, Ann. Surg. 73:141-160 (Feb.) 1921; (c) Epithelioma of the Genito- 
Urinary Organs, ibid. 75:574-604 (May) 1922; (d) Epithelioma of Cavities and 
Internal Organs of the Head and Neck, Arch. Surg. 11:43-73 (July) 1925. 

2. Broders, A. C.: The Grading of Cancer: Its Relationship to Metastasis and 
Prognosis, Texas State J. Med. 29:520-525 (Dec.) 1933. Dufourmentel, L.: Le 
traitement curatif du cancer de l’oesophage, Paris méd. 2:87, 1930; abstracted, 
Am. J. Cancer 15:1746 (July) 1931. Greenough, R. B.: Varying Degrees of 
Malignancy in Cancer of the Breast, J. Cancer Research 9:453-463 (Dec.) 1925. 
Harrington, S. W.: Carcinoma of the Breast: Surgical Treatment, and Results 
Five, Ten, and Fifteen Years After Radical Amputation, Surg., Gynec. & Obst. 
56: 438-441 (Feb.) 1933. Karsner, H. T., and Clark, B.: Analysis of One Hundred 
and Four Cases of Carcinoma of the Large Intestine, Am. J. Cancer 16:933-970 
(Sept.) 1932. Lindberg, L.: Fundamental Principles in the Grading of Malignancy 
of Tumors, Southwestern Med. 19:413-421 (Dec.) 1935. Stewart, F..W., and 
Spies, J. W.: Biopsy Histology in the Grading of Rectal Carcinoma, Am. J. Path. 
5:109-115 (March) 1929, 
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often impossible to obtain precise information as to the time of onset 
of an epithelioma, the data concerning the duration of a lesion are more 
nearly correct when the growth is obvious to the patient than when hid- 
den in an organ such as the stomach or colon. Basal cell epitheliomas 
are also included in this study,* because they apparently arise from 
the same layer as the squamous cell types and because of the difficulty 
sometimes encountered clinically in distinguishing them from the 
squamous cell types. It was hoped at the outset of this study that some 
criteria might possibly be found on which an approximation of the 
grade of malignancy could be based if the duration of the lesion were 
known. 
MATERIAL AND METHOD 


The records of 3,221 cases of epithelioma of the skin and lip were 
perused in order to obtain the material for this study. Of this number 
793 cases of squamous cell epithelioma had been used previously by 
Broders ™ ” as a partial basis for the grading of cancer, and 268 cases 
of basal cell epithelioma had been reported by him.* From this material 
data were obtained concerning the age of the patient, the type, grade, 
duration and site of the epithelioma and the nature of previous treatment, 
if any. Special attention was paid to whether or not the patient had 
been treated with an arsenical preparation, roentgen rays or radium. 
Only cases in which ulceration was present were used. The area of the 
ulcers was used as a basis for most of the figures presented. In many 
instances an accurate measurement had been taken by the pathologist 
and was available. Clinical approximations of size were not accepted. 
The gross pathologic material was studied, and the ulcer was measured 
in instances in which an accurate measurement had not been recorded. 
Cases were excluded in which neither a previous measurement nor 
enough pathologic material to obtain an accurate measurement was 
available. Also excluded were cases in which a definite statement in 
the history concerning the exact or approximate date of onset of the 
epithelioma had not been made. Thus 1,265 cases were used in this 
study. 

This total was made up of 28 (2.2 per cent) cases of squamous cell 
epithelioma of grade 4 (on the basis of 1 to 4); 161 (12.7 per cent) 
cases of squamous cell epithelioma of grade 3; 425 (33.5 per cent) cases 
of squamous cell epithelioma of grade 2; 144 (11.4 per cent) cases of 


3. (a) Owen, M.: Basal Cell Carcinoma: Study of Eight Hundred and 
Thirty-Six Cases, Arch. Path. 10:386-394 (Sept.) 1930. (b) Ewing, J.: Neo- 
plastic Diseases: A Treatise on Tumors, Philadelphia, W. B. Saunders Company, 
1922, p. 474. (c) Montgomery, H.: Histogenesis of Basal-Cell Epithelioma, 
Radiology 25:8-23 (July) 1935. 

4. Broders, A. C.: Basal-Cell Epithelioma, J. A. M. A. 72:856-860 (March 22) 


1919. 
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syuamous cell epithelioma of grade 1, and 410 (32.4 per cent) cases 
of basal cell epithelioma. Also there were 97 (7.8 per cent) cases of 
what Montgomery ° called basal-squamous cell epithelioma. If the cases 
of epitheliomas of the lip are excluded, this group comprises 10.4 per 
cent of the cases of cutaneous epithelioma. This figure corresponds 
rather closely to Montgomery’s statement that approximately 12 per 
cent of epitheliomas are of the basal-squamous cell type. Of the basal- 
squamous cell epitheliomas, 84 (6.6 per cent) were of combination 
basal cell and squamous cell epithelioma of grade 1, and 13 (1.2 per 
cent) were of basal cell and squamous cell epithelioma of grade 2. 
To compute the area of circular ulcerated epitheliomas the formula 
II r? was used. The area of oval lesions was computed by use of the 
formula II ab, in which a and b equal the greater and lesser radii of the 
oval, respectively. The epitheliomas were classified on the basis of 
their grade of malignancy and were compared as to previous treatment 
or neglect of treatment. The treated epitheliomas also were studied 
as to the type of treatment previously employed. The site of the lesions 
was considered, as was the age of the patient. Although the group 
of cases in which previously given arsenicals and irradiation were 
causative factors in the formation of the epithelioma was small, it also 
was considered separately. For the sake of comparison, the average 
of the areas of the ulcers for each year for each group and the various 
grades of malignancy were made into composite graphs. For brevity 


in the charts squamous cell epithelioma is abbreviated S. C. E.; basal 
cell epithelioma is shown as B. C. E., and basal-squamous cell epithelioma 
is shown as B. S.C. E. For the squamous cell epitheliomas, the grade of 
malignancy is denoted by the numeral that follows the identifying 
letters. 


TREATED AND UNTREATED EPITHELIOMAS 


The available material was divided into the cases of patients who 
had not received treatment previous to registration at the clinic and the 
cases of those who had been treated previously. Patients who previously 
had used various pastes and ointments were relegated to the “treated” 
group. As is shown in the charts, the average area of ulceration of 
squamous cell epitheliomas increases in direct proportion to the grade of 
malignancy except with squamous cell epithelioma of grade 4. In 
chart 1 the data on tumors of grade 4, were not graphed because of the 
few cases obtainable. In chart 2 the average area of grade 4 squamous 
cell epitheliomas is shown to lie between that of grade 1 and that of 
grade 2. A possible explanation is that with tumors of this type exten- 
sion occurred deeply into the tissue rather than laterally. It has been 


5. Montgomery, H.: Basal Cell Epithelioma, Arch. Dermat. & Syph. 18:50-73 
(July) 1928. 
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shown that in this group of patients with squamous cell epithelioma 
metastasis occurred earlier than it did in those with growths of lower 
grades of malignancy and that the prognosis was uniformly poorer than 
in those with lower grades of malignancy.’ » 

Further comparison of the charts shows that in the treated group 
the average area of ulceration was uniformly larger than in the group 
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Chart 1.—The relation of the size of untreated epitheliomas to the duration of 
the lesions. The abbreviations are explained in the text. 
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Chart 2.—The relation of the size of treated epitheliomas to the duration of the 
lesions. The abbreviations are explained in the text. 


who had not received previous treatment. This is understandable and is 
to be expected, because the treated group considered here is comprised 
of patients in whom the results of treatment were poor; the attempted 
treatment apparently acted as a stimulus to growth rather than as a 
curative measure. 

The basal cell epitheliomas apparently had approximately the same 
area as the squamous cell epitheliomas of grade 1. However, in the 
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treated patients whose epitheliomas were of longer duration there was 
an increase in size over that of the squamous cell epitheliomas of grade 1. 

For the patients in whom lesions had recurred many forms of therapy 
had been employed previously. Among these were excision, cautery, 
irradiation, diathermy and application of escharotics, solid carbon 
dioxide, peruvian balsam, phenol, paste of zinc oxide, silver nitrate, 
iodine, ultraviolet rays and various salves, ointments and pastes the 
ingredients of which are unknown. 
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Chart 3—The relation of the size of the epitheliomas treated previously with 
irradiation to the duration of the lesions. The abbreviations are explained in 


the text. 
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Chart 4.—The relation of the size of the epitheliomas treated previously with 
excision and diathermy to the duration of the lesions. The abbreviations are 
explained in the text. 


For convenience in study the patients were placed in three groups: 
those previously treated by irradiation, those treated by excision and 
diathermy and those whose only treatment had been by salves and oint- 
ments. Charts 3, 4 and 5 show a comparative study of the areas of the 
lesions according to grade for each type of treatment. In these charts 
squamous cell epitheliomas of grades 3 and 4 are combined because in 
both grades differentiation of cells was not great and the number of grade 
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4 epitheliomas was too small to give an accurate graph. The highe: 
grades of epithelioma showed recurrences of smaller size when previously 
treated by irradiation than when treated by either of the other two 
methods. Squamous cell epithelioma of grade 2 showed approximatel) 
the same size on recurrence when treated with irradiation as when 
treated by excision and diathermy. However, a rapid rate of ulceration 
was noted when escharotics or salves were used (chart 5). There 
seemed to be little influence on squamous cell epithelioma of grade 1 
with any type of treatment. Basal cell epithelioma also, except for a 
discrepant peak, shown in chart 5, was comparatively little influenced. 
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Chart 5.—The relation of the size of the epitheliomas treated previously with 
salves, ointments and pastes to the duration of the lesions. The abbreviations are 


explained in the text. 


Particularly notable also was the response of squamous cell epithelioma 
of grades 3 and 4 to abuse of treatment with salves and pastes. Its 
growth was unabated, rapid and fulminating. In spite of this, Valade,° 
who gave an excellent historical review of the use of arsenic paste in 
the treatment of ulcers and epitheliomas through the ages, stated that 
many reputable dermatologists continue to use it in the treatment of 


epithelioma of the skin. 


6. Valade, C. K.: Arsenic Paste in Cancer of the Skin, J. Michigan M. Soc. 
33 :513-516 (Sept.) 1934. 
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THE SITES OF EPITHELIOMA 


It is agreed* generally that epithelioma, particularly basal cell epi- 
thelioma, is more frequently found about the head than elsewhere on 
the body. Broders * observed that 78.04 per cent of the squamous cell 
epitheliomas of the skin and 96.28 per cent of the basal cell epitheliomas 
were situated above the clavicle. The various lesions situated above the 
clavicle in this series are: squamous cell epithelioma of grade 4, 78.6 per 
cent; squamous cell epithelioma of grade 3, 85.7 per cent; squamous 
cell epithelioma of grade 2, 86.6 per cent; squamous cell epithelioma 
of grade 1, 79.9 per cent, and basal cell epithelioma, 97.4 per cent. Of 
the group of basal-squamous cell epitheliomas, 97.7 per cent were situated 
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Chart 6.—The percentage distribution of the epitheliomas according to the site 
of the lesions. The abbreviations are explained in the text. 


above the clavicle. Chart 6 shows these figures in a more complete 
form. The percentage of the total number of epitheliomas in each group 
is shown in relation to the site of the lesion. 


7. Schreiner, B. F.: Squamous-Cell Carcinoma of the Skin, Am. J. Cancer 
19:829-837 (Dec.) 1933. Howles, J. K.: Epithelioma of the Skin and Oral 
Mucous Membranes, South. M. J. 28:494-503 (June) 1935. Warren, S.; Gates, O., 
and Butterfield, P. W.: The Value of Histologic Differentiation of Basal Cell 
Carcinoma, New England J. Med. 215:1060-1064 (Dec.) 1936. Walker, N.: 
An Introduction to Dermatology, New York, William Wood & Company, 1925, 
p. 324. Zeisler, E. P.: Cancer of the Skin, Surg., Gynec. & Obst. 56:472-475 
(Feb.) 1933. Montgomery.*¢ Owen.@ 

8. Broders, footnotes la and 4. 
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THE FACTOR OF AGE 


Although it is admitted that senile changes in the skin are dependent 
on such factors as exposure, heritage and occupation and that senile 
changes occasionally begin early in life,? an age of 56 was selected 
empirically as the dividing line in a study of the comparative size of 
ulcers in relation to the various grades of malignancy. By the selection 
of this age the groups were of approximately the same size. The 
observations in this study are noted in charts 7 and 8. In the groups 
of patients with basal cell epithelioma and squamous cell epithelioma 
of grade 1, there is little difference in the size of ulcerated areas in the 
two age groups. There is a tendency for the lesions in the old patients 
to be larger than those in the young patients. Squamous cell epitheliomas 
of grades 2 and 3 were considerably larger in the older age group than 
in the younger. A possible explanation lies in the loss of elasticity of 


the skin with increasing age.° 


EPITHELIOMA AND ARSENICAL PREPARATIONS 


Paris *° (1820) is credited with being the first to note the carcino- 
genic property of arsenic. Hutchinson” first suggested the etiologic 
relation between the clinical use of arsenic in treatment and carcinoma 
of the skin when he reported 5 cases in which cancer of the skin had 
occurred after the use of arsenic in the treatment of psoriasis and a sixth 
case in which arsenic was used in the treatment of pemphigus. Mont- 
gomery** stated that inorganic pentavalent, and occasionally even 
trivalent, arsenic may have an affinity for the epidermis. Solution of 
potassium arsenite had been administered previously to the majority 
of Montgomery’s patients. He stated that the lesions sometimes 
appeared as late as thirty years after the ingestion of the drug and 
that neither the amount of arsenic nor the length of time over which 
it was taken seemed to have any bearing on the result among patients 
who had keratosis due to arsenic. Epitheliomas developed in 20 per 
cent of his patients, either in the keratotic lesions or as superficial 
epitheliomas elsewhere on the body. 


9. Sutton, R. L.: Diseases of the Skin, ed. 8, St. Louis, C. V. Mosby Company, 
1931, p. 571. 

10. Paris, quoted by Franseen, C. C., and Taylor, G. W.: Arsenical Keratoses 
and Carcinomas, Am. J. Cancer 22:287-307 (Oct.) 1934. 

11. Hutchinson, J.: On Some Examples of Arsenic-Keratosis of the Skin 
and of Arsenic-Cancer, Tr. Path. Soc., London 39:352-363, 1888. 

12. Montgomery, H.: Arsenic as an Etiologic Agent in Certain Types of 
Epithelioma: Differential Diagnosis from, and Further Studies Regarding, Super- 
ficial Epitheliomatosis and Bowen’s Disease, Arch. Dermat. & Syph. 32:218-236 
(Aug.) 1935. 
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In 9 cases of this series the lesion was diagnosed as being arsenical 
in origin. There were 1 case of basal cell epithelioma, 3 of squamous 
cell epithelioma of grade 1 and 5 of squamous cell epithelioma of 


grade 2. In 5 cases the area of the ulcer was larger than the average 
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Chart 7—The relation of the size of the epitheliomas to the duration of lesions 
in patients less than 56 years old. The abbreviations are explained in the text. 
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Chart 8.—The relation of the size of the epitheliomas to the duration of the 
lesions in patients more than 56 years old. The abbreviations are explained in 


the text. 


of the corresponding untreated lesions, and in 4 cases the lesions were 
smaller than the average of the corresponding untreated group. In 
regard to location, the lesions were observed on all parts of the body, 
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4 on the hand, 3 on the forehead, 1 on the neck and 1 in the groin. 
The age of the patients, with an average of 50.7 years, was found to 
be of no significance. 


EPITHELIOMAS AND IRRADIATION 


Cole 18 gave an excellent historical review of roentgen ray dermatoses 
and their relation to the development of carcinoma of the skin. He 
described the microscopic picture of roentgen ray dermatosis as a chronic 
degenerative change resulting from sclerosis of the vessels supplying 
the skin. The glandular elements of the dermis are said to disappear, 
and the dermis is much thickened from the formation of a degenerated 
hyaline, collagen-like material. Telangiectases appear as newly formed 
capillaries and attempt to reestablish the lost blood supply of the dermis. 
He agreed with Wolbach ** that the changes which occur in the epidermis 
are secondary to destructive changes in the supporting layer. Both 
authors stated the belief that the acquisition of malignant properties 
follows sustained proliferative activities in contact with abnormal con- 
nective tissue. 

Twenty-two patients.of this series had a history of a burn sustained 
previously and caused by irradiation of the area on which the epithelioma 
later appeared. Of this group 1 patient had basal cell epithelioma, 10 had 
squamous cell epithelioma of grade 1, 4 had squamous cell epithelioma of 
grade 2, 5 had squamous cell epithelioma of grade 3 and 2 had squamous 
cell epithelioma of grade 4. As would be expected, the hand was 
the most common site of the lesions. In the series, 7 lesions were 
found on the hand, 4 on the trunk, 3 on the nose, 3 on the neck and 1 
each on the temple, cheek, chin and arm. Sixteen of these lesions were 
larger than the average untreated epithelioma of the corresponding 
group, and 6 were smaller. The average age at which the epitheliomas 
occurred was 49.6 years. 

‘SUMMARY 

An attempt has been made to correlate the rate of ulceration in 1,265 
cases of epithelioma of the skin and lip with factors such as the grade 
of malignancy of the lesion, the type of previous treatment, if any, 
the site of the lesion and the age of the patient. 

In the cases of squamous cell epithelioma, the rate of ulceration was 
found to be directly proportional to the grade of malignancy except 


13. Cole, H. N.: Chronic Roentgen-Ray Dermatoses as Seen in the Professional 
Man, J. A. M. A. 84:865-874 (March 21) 1925. 

14. Wolbach, S. B.: A Summary of the Effects of Repeated Roentgen-Ray 
Exposures upon the Human Skin, Antecedent to the Formation of Carcinoma, 
Am. J. Roentgenol. 13:139-143 (Feb.) 1925. 
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with the lesions of grade 4, which were found to ulcerate at a rate 
between that of grade 1 and that of grade 2. 

Previously treated epitheliomas were found to ulcerate more rapidly 
than those which had not been treated. 

In the cases of recurrent epithelioma, the rate of ulceration was 
found to be most rapid in the growths previously treated with salves 
and pastes. 

In general, the rate of ulceration was found to be more rapid in 
persons more than 56 years of age than in the younger persons. 

That the curves representing the rates of ulceration of the epi- 
theliomas are not smooth may be explained by the facts that the various 
groups were of small size and that there is no sharp line of distinction 
between the various grades of malignancy but a gradually increasing 
dedifferentiation as the grade of malignancy increases. 

















MULTIPLE SYMMETRIC GANGRENE OCCURRING 
DURING PROLONGED ADMINISTRATION 
OF AMINOPYRINE 


REPORT OF A CASE 


J. ARTHUR BUCHANAN, MLD. 
BROOKLYN 


In most instances the origin of symmetric gangrene is impossible 
to explain. I wish to report the following case as the cause seems 
reasonably clear and the degree of involvement was extensive. 


REPORT OF CASE 


D. M., an unmarried woman aged 32, an underwear operator, was first seen by 
me on June 1, 1936. Her father and mother, three brothers and one sister were 
all living and well. The menstrual history was normal, and the only previous 
illness was measles in childhood. The patient drank coffee and wine rarely. The 
original consultation was to seek relief from articular disturbance associated with 
generalized weakness, both of which began four years previously when the right 
wrist began to be painful and later to swell. The weakness and lack of endurance 
had been slowly progressive, and after a year of debility pain developed in the 
feet, and the right knee joint became painful and swollen. During the second year 
of illness all the joints of both hands became swollen and painful. The hands 
could not be closed. The left elbow had become involved in recent months. There 
were no paresthesias in the hands or feet. The appetite had been poor for years, 
and the capacity of the stomach was small. The bowel evacuations were normal. 

The articular disturbance had been diagnosed by “a joint specialist” as the 
expression of diffuse phlebitis, and the patient had received “special medicine” by 
hypodermic injection. 

At the time of my first examination of the patient her height was 5914 inches 
(151.13 cm.) and her weight 87 -pounds (39.5 Kg.), representing a loss of 18 
pounds (8.2 Kg.) in four years. The blood pressure was 110 systolic and 70 
diastolic. The right wrist, the left elbow and the second joint of all fingers were 
swollen, and there was effusion into the left knee joint. In the left elbow the 
extension was 15 degrees less than complete. The reflexes were all present. 
The tonsils were small. The tongue was red and slightly fissured. The muscles 
of the right forearm were atrophic. There was slight recession of the gums. 

The hemogram was normal. The Wassermann reaction of the blood was nega- 
tive. The urine showed a faint trace of albumin and an occasional finely granular 
cast. The sedimentation readings were 10, 18, 24 and 30 mm. in four fifteen minute 
periods. 

The patient was given a high vitamin diet and the general routine for nonspecific 
arthritis. 

She improved slowly and on Dec. 26, 1936 resumed her usual occupation, 
although she still had some swelling at the metacarpophalangeal joints, the right 
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wrist and the right ankle. Her weight had increased 10 pounds (4.5 Kg.). In 
the latter part of February 1937 she began to have more pains in the joints and 
some increased swelling in the knee joints. On March 6, 1937 she was given 
5 grains (0.32 Gm.) of aminopyrine four times a day and 50 mg. of ascorbic acid 
in tablets three times a day after meals. The hemoglobin concentration was 75 
per cent (Sahli and Dare), the red blood cell count 3,680,000 and the white blood 
cell count 8,720 with a normal differential count. She discontinued working on 
April 24, 1937. The joints were all greatly improved. There was slight edema 
of both legs. On May 15, 1937 the improvement had continued but the edema of 
both legs had persisted and there was tenderness throughout the swollen area. 

On May 27, 1937 the legs suddenly became greatly swollen from the knees to 
the ankles, and toward the end of the day bluish spots appeared on the thighs 
after a period of pain. On May 28 large bluish areas appeared on the backs of 
both arms and on the forearms, but they were not painful. Nausea was also 
present. She was seen on May 29 and stated that her condition had become 








Distribution of lesions on lower extremities. 


worse in the last twenty-four hours. There was a painful bluish area at the top 
of the left ear and also one on the back of each arm, another on each nipple 
area and one on the back of the buttocks on each side, extending to the ankle. The 
swelling had disappeared from all the joints. The weight had increased to 101% 
pounds (46.05 Kg.). The hemoglobin content was 65 per cent, the platelet count 
130,000, the red blood cell count 3,280,000 and the white blood cell count 5,300, with 
polymorphonuclear leukocytes 70 per cent, endotheliocytes 2 per cent and lympho- 
cytes 28 per cent. The urine showed a trace of albumin and contained 8 mg. of 
ascorbic acid per hundred cubic centimeters of urine. 

All medication was discontinued, and she was admitted on May 31, 1937 to 
Wyckoff Heights Hospital. 

The color of the lesions steadily changed from blue to black and at the same 
time became very hard. The pain in the lesions was intense. The patient’s mind 
was clear, and she was cooperative. The appetite was good; the bowels moved 
regularly. The temperature was 103 F. on admission and remained at that level 
until two days before death, when it fell to 98.5 F.; the temperature remained at 
that level for nearly twenty-four hours, after which it rose to 102.3 F. and remained 
there until June 22, 1937, when the patient died. 
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On June 1, 1937 the hemoglobin content was 78 per cent, the red blood cell 
count 3,490,000 and the white blood cell count 13,800. The urine was normal 
On June 4 the urine gave a 1 plus reaction for albumin. On June 6 a friction 
rub was audible anteriorly over the lower lobe of the left lung. On June 7 the 
hemoglobin content was 57 per cent, the red blood cell count 2,150,000 and the white 
blood cell count 17,600. 

On June 10 the necrotic areas were loosening at the edges. On June 14 the 
pain in the necrotic areas was intense. The necrotic tissue was removed over 
the buttocks and legs. The entire skin and subcutaneous tissues were removed, the 
muscles being left exposed. There was no hemorrhage. On June 18 the general 
condition was becoming worse, and the hemoglobin content was 50 per cent, the 
red blood cell count 2,050,000 and the white blood cell count 19,500. The differ- 
ential counts were always normal. A transfusion of 500 cc. of whole blood 
was given. 

On June 22 the patient suddenly began to vomit. The breathing became rapid; 
the pulse increased in rate, and she died suddenly. 


SUMMARY 


A case of bilateral symmetric gangrene in a patient with chronic 
nonspecific arthritis is reported. The gangrene occurred during the 
prolonged administration of aminopyrine. 





RELAPSING FEBRILE NONSUPPURATIVE 
PANNICULITIS 


REPORT OF TWO CASES 


TILDEN, M.D. 


H. C. GOTSHALK, M.D. 
AND 


FE. V. AVAKIAN, M.D. 


HONOLULU, TERRITORY OF HAWAII 


In recent years a number of reports have appeared in the literature 
of an interesting clinicopathologic syndrome known as relapsing febrile 
nonsuppurative panniculitis. The condition is characterized by recurrent 
attacks of subcutaneous nodules, accompanied in most cases by fever 
and presenting a definite histologic picture. Essentially there are a phago- 
cytosis of the subcutaneous fat, inflammatory cellular infiltration and 
later healing, often with depression of the overlying skin. The etiology 
is obscure, although most writers on the subject have found a rather 
high incidence of focal infection. Previous ingestion of iodides and 
bromides has been observed in a number of cases. 

According to Bailey,t who added 5 cases to the literature in 1937, 


the syndrome was described first by Pfeifer in 1892 and then by Gilchrist 
and Ketron in 1916 and Weber in 1925. He summarized additional 
cases reported by Christian, Alderson and Way, Netherton, Weber and 
srill, which, with his 5 cases, brought the total number reported to 13. 


Since that time an additional 5 cases have appeared in the literature. 
Reed and Anderson? described a case in 1937 which falls definitely 
into this group. The patient was a 34 year old woman with subcu- 
taneous nodules distributed in crops over the lower extremities and 
abdomen, accompanied by fever. She had been on a vitamin-poor diet, 
and the lesions disappeared when she was given an -adequate diet. 
Cummins and Lever * in September 1938 added reports of 2 more cases 


From the Departments of Pathology and Internal Medicine, Queen’s Hospital. 

1. Bailey, R. J.: Relapsing Febrile Nodular Nonsuppurative Panniculitis 
(Weber-Christian Disease), J. A. M. A. 109:1419 (Oct. 30) 1937. 

2. Reed, A. C., and Anderson, H. H.: Relapsing Nonsuppurative Panniculitis, 
California & West. Med. 47:325 (Nov.) 1937. 

3. Cummins, L. J., and Lever, W. F.: Relapsing Febrile Nodular Non- 
suppurative Panniculitis (Weber-Christian Disease), Arch. Dermat. & Syph. 38: 
415 (Sept.) 1938. 


681 

















682 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


to the literature; both the patients were 10 year old girls with lesio1 

confined to the lower extremities. The histologic description of th 
lesions is excellent. Shaffer * in October 1938 reported a remarkab] 

case of liquefying nodular panniculitis in a 33 year old woman, whose 
lesions were characterized by fluctuation and later by the discharg 
of large quantities of yellowish brown fluid. The lesions later healed. 
with depressed scarring of the overlying skin. All bacteriologic studies 
made on the discharges from these lesions gave negative results. The 
histologic changes observed in this case appear to us to be identical 
with those seen in cases of relapsing febrile nonsuppurative panniculitis, 
and we agree with Binkley® that Shaffer’s case may properly be 
numbered as one of this syndrome in which the lipolytic response was 
unusually active. Binkley reported the last case in 1939, that of a 
woman aged 36, with subcutaneous nodules in both breasts and later 
with similar nodules on the knee and in the groin. The author made 
the interesting suggestion that some cases of traumatic fatty necrosis 
of the breast may perhaps fall into this group. 

Of the 18 cases reported to date, in 16 the patients have been 
females and in 2, males. The ages have ranged from 8 years to 56. 
In 1 of Bailey’s cases, that of a woman aged 20, the course was pro- 
longed and rather acutely febrile, with the temperature rising as high 
as 105 F., accompanied by the usual recurring crops of subcutaneous 
nodules. The patient died at home over a year after the onset of 


symptoms, but unfortunately permission for autopsy was refused. 
In the first of. the 2 cases a complete autopsy was performed eight 
months after discharge from the hospital. 


REPORT OF CASES 


Case 1—L. P., an unemployed Chinese man aged 64, entered the Queen’s 
Hospital on Oct. 22, 1937, complaining of small tender nodules on his trunk and 
extremities. The lesions were first noticed on the left thigh on Sept. 20, 1937. 
During the next month they gradually involved the right leg, trunk and arms. 
The patient’s diet for the three weeks prior to his hospitalization had consisted of 
crackers and water. 

Physical examination on admission showed that the patient was emaciated, 
not acutely ill, but complaining of purple red nodules over the entire body, with 
the exception of the head and neck (fig. 1). The nodules varied from 1 to 8 cm. 
in diameter. They were firm, tender, discrete and freely movable. The over- 
lying skin to which they were attached was rough and discolored. The mucous 
membrane was not involved. The pupils reacted sluggishly to light; the teeth were 
dirty and carious, and the tongue was heavily coated. The heart was enlarged 


4. Shaffer, B.: Liquefying Nodular Panniculitis, Arch. Dermat. & Syph. 38: 
535 (Oct.) 1938. 

5. Binkley, J. S.: Relapsing Febrile Nodular Nonsuppurative Panniculitis, 
J. A. M. A. 113:113 (July 8) 1939. 
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ie left. The heart sounds were of poor quality, but regular, and there were no 

murs. The edge of the liver could be palpated 2 inches (5 cm.) below the 

tal margin. 

[he temperature was 101 F., the pulse rate was 82 and the respiratory rate 

per minute. The blood pressure was 185 systolic and 80 diastolic. The peripheral 
irteries were moderately sclerosed. The red blood cell count was 3,300,000 per 
cubic millimeter, with the hemoglobin 50 per cent (Newcomer). The white 
blood cell count was 6,800 per cubic millimeter, and the differential count was 


within normal limits. The urinalysis showed a specific gravity of 1.015, a heavy 


cloud of albumin and no sugar. The microscopic examination showed a few 


coarse granular casts. The blood cholesterol content was 117 mg. per hundred cubic 
centimeters. The Wassermann and Kahn reactions of the blood were negative. 
The Widal and Weil-Felix reactions were negative. Two blood cultures were 





Fig. 1 (case 1).—General distribution of the lesions on the back and arms. 


negative after one week. Repeated examinations of the sputum showed no tubercle 
bacilli. Snips of skin and scrapings from the nose showed no lepra bacilli. Sternal 
puncture revealed a normal picture of the bone marrow. Roentgenologic examina- 
tion of the chest, on two occasions, and of the skull, gastrointestinal tract and 
long bones showed no abnormalities. Roentgenologic studies of the teeth disclosed 
an apical abscess of the right lower central incisor and advanced pyorrhea. A 
biopsy specimen taken October 23 grossly showed the fat of the nodule to be 
firm, lacking in resilience and waxy. There was a definite line of demarcation 
between the normal and the diseased tissue (fig. 2). The vascularity in the healthy 
fat was definitely increased around the lesion (fig. 3). 

The patient’s course in the hospital was one of gradual improvement. A 
temperature of 101 F. persisted during the first three weeks of hospitalization, 
and then the temperature became normal. The nodules gradually became smaller 
and less painful, and the patient was discharged on November 27, with his cutaneous 
lesions greatly improved. One transfusion of 550 cc. of citrated blood was given. 




















Fig. 2 (case 1)—Photomicrograph showing the involvement of subcutaneous 
fat. The covering epithelium is approximately normal. (Hematoxylin and eosin; 
x 15.) 














Fig. 3 (case 1)—Photomicrograph showing typical foam cell appearance of 
degenerating fat cells. 
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diet was high in vitamins and calories. In addition, he was given three 
sules of a combination of liver and stomach extracts and iron (lextron) three 


times a day. 
\n examination of the patient six weeks after his discharge showed that most 
the nodules were completely healed. A few showed central depressed areas. 


lhe discoloration in most instances had cleared. 

In May 1938 he was brought to the Honolulu Emergency Hospital after having 
jainted on the street, and since he did not appear acutely ill, he was sent to the 
Malahia Convalescent Home. Death ensued rather unexpectedly several days later, 
on May 6, eight and one-half months after the onset of the cutaneous lesions. 


Postmortem Observations—The cutaneous lesions had completely disappeared, 
and except for a few depressed areas no trace of the former widespread. involve- 
ment could be observed. 

The right pleural cavity was obliterated by recent adhesions, and the pleura 
about the base of the right lung was greatly thickened. The lower lobe of the 
right lung was noncrepitant and nodular, and the cut surface was studded with 
solid gray necrotic nodules, with intervening areas of consolidation. The left 
lung and the upper lobe of the right lung were approximately normal in appearance. 

The loops of small bowel were matted together by dense fibrous adhesions, and 
the peritoneum and mesentery were studded with small white nodules, averaging 
1 to 2 mm. in diameter. The cut surface of the spleen and liver presented similar 
nodules, several of those in the liver as large as 1.5 cm. in diameter. 

The pancreas, adrenals, kidneys, bladder and prostate and the mucous membrane 
of the stomach and bowel showed no abnormality. 

Several blocks of tissue taken from the lower lobe of the right lung revealed 
an exudative type of tuberculosis with comparatively little fibrosis. Sections from 
the spleen and liver showed numerous small tubercles, histologically typical in 
every respect. Sections made through the depressed areas of healed cutaneous 
lesions showed fibrous replacement of the involved fat. 

Case 2.—A. P., a Hawaiian woman aged 54, entered the Queen's Hospital 
on Aug. 14, 1939, complaining of slightly tender nodules on her abdomen and 
thighs of about three weeks’ duration. Her previous diet had been adequate. The 
family history and her past medical history were irrelevant. 

Physical examination revealed that she was well nourished and not acutely 
ill. The nodules, about twenty-seven of them, ranging in size from 1 by 1 cm. 
to 4 by 4.5 cm., were scattered over the lower part of the abdomen and thighs. 
They were discrete firm subcutaneous lesions, slightly tender and freely movable, 
but attached to and involving the overlying skin. The lesions were either slightly 
raised, roughened and violet blue or depressed, smooth and faintly purple (fig. 4). 
A few of the nodules were in the path of a superficial vein and grossly involved 
it. The patient’s temperature was 101 F.; her pulse rate was 86 and her respiratory 
rate 18 per minute. There was a congenital deformity of the pinna of the right 
ear, but otherwise both ears were normal. Examination of the teeth showed 
marked caries, and both upper cuspids were broken off at the neck. The gums 
showed extensive pyorrhea. The tonsils were atrophic. The lungs were normal. 
The heart was enlarged to the left, 31%4 inches (9 cm.) from the midsternal 
line. The sounds were of fair quality; the rhythm, regular. The blood pressure 
was 140 systolic and 80 diastolic. Abdominal examination gave negative results, 
and the extremities except for the subcutaneous nodules were normal. Pelvic 
and rectal examinations showed nothing of clinical importance. 
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The red blood cell count was 3,700,000 per cubic millimeter, with hemoglobin 56 
per cent (Newcomer). The platelet count, bleeding time and clotting time were 
normal. The result of a tourniquet test was negative. The urinalysis showed a 
specific gravity of 1.020. Tests for sugar and albumin gave negative results, A 
blood culture showed no growth in seventy-two hours. The sedimentation rate 
was within normal limits. Chemical examination of the blood showed nonprotein 
nitrogen 40 mg., creatinine 2 mg., sugar (fasting) 89 mg., cholesterol 151 mg. and 
calcium 9.2 mg. per hundred cubic centimeters. Examinations of the sputum showed 
no tubercle bacilli. Snips of skin and scrapings from the nose were negative for 
lepra bacilli. 











Ri: 





Fig. 4 (case 2).—The lesions on the lower part of the abdomen and the thighs. 


A roentgenogram of the chest was normal. Roentgenologic examination of 
the teeth showed advanced pyorrhea and abscesses of the apical root of the 
left bicuspid and the right lateral incisor. An electrocardiogram showed a regular 
sinus rhythm and normal QRS complexes. A tuberculin test with purified protein 
derivative (0.0005 mg. in 0.1 cc.) gave a negative result. A biopsy specimen taken 
Aug. 16, 1939 showed grossly a similar picture to that described in case 1. 

The patient’s course in the hospital over a period of four weeks was one of 
improvement, with gradual subsidence of fever and a decrease in the size of 
the nodules. Some healing lesions showed a slight tendency toward central 
retraction. 
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COMMENT 
The autopsy in case 1, performed eight months (May 6, 1938) 
(ter the patient’s discharge from the hospital, showed disseminated 
uberculosis both grossly and microscopically. At the time of his 
attack of relapsing panniculitis there was no evidence either clinically 
or roentgenographically of this disease. Erythema nodosum has 
notably been found associated with tuberculosis, although some authors ® 


have stated the belief that it occurs with other diseases. The pathologic 
picture of this disease is characterized by dilatation of the capillary 
plexus, with extravasation of both red and white blood cells. In some 











Fig. 5 (case 2)—Photomicrograph showing infiltration of inflammatory cells 
and ingestion of fat by large macrophages, which are often arranged at the 
periphery of the broken-down fat cell. (Sudan III; + 400.) 


of the capillaries the collection resembles white thrombi. Later in the 
course of the disease disintegration of the extravasated red cells gives 
rise to pigmentation. The epidermis is little altered.’ 

This differs considerably from the observations in cases of the 
Weber-Christian syndrome, in which the pathologic picture is confined 
to the fatty tissue. Essentially, the microscopic observations showed 

6. Wallgren, A.: Rheumatic Erythema Nodosum, Am. J. Dis. Child. 55: 
897 (May) 1938. Erythema Nodosum, editorial, J. A. M. A. 112:147 (Jan. 14) 
1939, 

7. Sutton, R. L.: Diseases of the Skin, St. Louis, C. V. Mosby Company, 
1916, p. 114. 
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the skin to be little altered. In early lesions lipolytic histiocytes appea 
in the fat spaces and produce a foam cell appearance. Between thes 
fat spaces lymphocytic infiltration is seen. As time goes on the foai 
cells regress, and the nuclei tend to fuse, giving the appearance o 
giant cells (fig. 5). As this is taking place the stroma becomes mor 
densely infiltrated with lymphocytes and mononuclear cells, which 
obliterate the empty fat spaces. An interesting early finding is the 
swelling and thrombosis of the smaller blood vessels. The larger 
arterioles show edema of the muscularis with decided endothelial pro 
liferation. Around the larger venules definite lymphocytic infiltration 
is seen. These changes are noted early and persist in the older lesion. 











Fig. 6 (case 1).—Photomicrograph showing edema of the walls of the larger 
arterioles, with endothelial proliferdtion. (Weigert’s stain; x 400.) 


They form an essential part of the pathologic picture (fig. 6). The 
last stage is fibrosis with healing. 

This type of reaction is not specific for this disease, since it has 
been described as following injections of carcinogenic agents in experi- 
mental research on cancer.* It may also be classified essentially as a 
foreign body type of reaction. 


8. Orr, J. W.: An Investigation of the Histological Changes in the Sub- 
cutaneous Tissues of Mice During the Induction of Sarcoma by Carcinogenic 
Hydrocarbons, J. Path. & Bact. 49:157 (July) 1939. 
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Apparently the amount of depression of a lesion following healing 
; dependent on the amount of fatty destruction. In both cases reported 
central depression occurred only in the larger lesions. 

No cause of the disease could be discovered. Both patients had 
abscessed teeth. One had lived on a vitamin-deficient diet over a long 
period, while the other had had an adequate intake of vitamins. 


SUMMARY 
Two-cases of relapsing febrile nodular nonsuppurative panniculitis 
are added to the 18 already reported. One patient was a man aged 64, 
and the other, a woman aged 54. 
No definite etiologic factors were discovered. 








NITRITOID REACTION TO TRYPARSAMIDE 


REPORT OF <A CASE 


HERMAN A. LEVY, M.D. 


CHICAGO 


Vasomotor reactions not uncommonly occur to the arsenicals used in 
the treatment of syphilis, especially to the trivalent arsphenamines. 
The pentavalent tryparsamide, however, rarely produces ill effects. 
Moore’ stated that “visual damage is the only complication of tryp- 
arsamide therapy to be feared.” With 6,933 injections of tryparsamide 
given by the medical department of the United States Navy,’ only 1 
untoward result occurred: a mild exfoliative dermatitis. A thorough 
search of the literature revealed a paucity of reports of vasomotor 
reactions to this drug. A suggestive report was that of Miller and 
O’Donnell,*? whose patient suffered a profound collapse with generalized 
pallor of the skin, rather than the rubor associated with the so-called 
nitritoid reaction. Recently, however, Astrachan and Franks * reported a 
typical nitritoid reaction in a 32 year old woman and also referred to 
two previous reports. According to Stokes *® and O’Leary,’ this reac- 
tion is very uncommon. Other untoward effects from this useful drug, 
including injury to the optic nerve,* dermatitis,® psychosis *° and herpes 


From the Department of Medicine, University of Illinois College of Medicine. 
1. Moore, J. E.: The Modern Treatment of Syphilis, Springfield, Ill., Charles 
C. Thomas, Publisher, 1933. 

2. Phelps, J. R., and Washburn, W. A.: Toxic Effects of Arsenical Com- 
pounds Employed in the Treatment of Syphilis in the United States Navy, Urol. & 
Cutan. Rev. 34:458 (July) 1930. 

3. Miller, J. K., and O’Dennell, H. J.: Sensitivity to Tryparsamide, Arch. 
Dermat. & Syph. 35:264 (Feb.) 1937. 

4. Astrachan, G. D., and Franks, A. G.: Nitritoid Reaction Following an 
Injection of Tryparsamide, Arch. Dermat. & Syph. 38:949 (Dec.) 1938. 

5. O’Leary, P., and Becker, S.: Further Observations on the Treatment of 
Neurosyphilis with Tryparsamide, M. J. & Rec. 123:305 (March 3) 1926. Silvers- 
ton, J. D.: Observations on Tryparsamide Therapy in Neurosyphilis, Lancet 2:693 
(Oct. 2) 1926. 

6. Stokes, J. H.: Personal communication to the author, February 1938. 

7. O’Leary, P. A.: Personal communication to the author, February 1938. 

8. Mayer, L. L.: Tryparsamide Therapy of Neurosyphilis and Atrophy of 
the Optic Nerve, J. A. M. A. 109:1793 (Nov. 27) 1937. 

9. Bragman, L. J.: Tryparsamide Dermatitis: Report of a Case arid Survey 
of Literature, Am. J. Syph. & Neurol. 18:308 (July) 1934. 

10. Hoverson, E. T.: Psychosis Associated with the Administration of 
Tryparsamide, Am. J. Syph. & Neurol. 19:217 (April) 1935. 
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ter, are not common but do occur. The occurrence of a typical, 
severe nitritoid crisis following tryparsamide treatment in a patient with 


early stage of dementia paralytica is worthy of note. 


REPORT OF CASE 


A 53 year old white man had been receiving treatment for early dementia 
paralytica since April 1937. The clinical picture consisted of a mild depressive 
state, intermittent headaches and nerve deafness, associated with Argyll Robertson 
pupils, absence of atrophy of the optic nerves, slowness of speech, greatly increased 
deep reflexes and absence of abdominal reflexes. The Wassermann and Kahn 
reactions of the blood were positive. Spinal puncture yielded a clear fluid, under 
moderately increased pressure, with 29 cells per cubic millimeter and a slightly 
positive reaction to the Pandy test. The Wassermann and Kahn reactions were 
positive with 0.2 cc. of fluid; the colloidal gold curve formula was 3333322111. 
There was no evidence, subjective or objective, of associated cardiovascular 
syphilis. 

Previous treatment, all well tolerated, consisted of the oral administration of 
iodides, intramuscular injections of bismuth preparations both water and oil soluble, 
ten injections of mapharsen and ten artificial fever treatments by means of a cabinet 
and short wave diathermy. Weekly intravenous injections of 2 Gm. of tryparsamide 
were made, the first six of which were given just before the last six fever treat- 
ments were started. 

One minute after the thirteenth injection had been completed, marked erythema 
of the face and ears appeared, followed by similar changes in the neck, arms, 
hands, trunk and lower extremities. In the wake of the rubor followed marked 
perspiration. During the cutaneous reaction, which lasted about two minutes, the 
patient was nauseated and alarmingly weak. Vomiting occurred about three 
minutes after the changes in the skin had disappeared. The pulse remained strong 
and rapid, but the blood pressure dropped to 80 systolic and 50 diastolic (normally 
120 to 130 and 70 to 80). The picture was that of profound generalized vasodilata- 
tion, especially of the skin. Treatment consisted of the subcutaneous injection 
of 0.6 cc. of a 1: 1,000 solution of epinephrine hydrochloride, and this was repeated 
later. Recovery seemed complete within an hour. However, one hour later a 
milder attack, of shorter duration, occurred. There were no further symptoms 
or any late bad effects. On the advice of Stokes ® and O’Leary,? I expected to 
resume treatment with a smaller dose after a month’s vacation, but the patient 
refused further medication “in the vein.” He is now receiving iodides and heavy 
metals. 

SUMMARY 


The rare occurrence of a severe nitritoid reaction after tryparsamide 
therapy is reported. 


11. Rosenberg, W. A.: Bilateral Asymmetrical Herpes Zoster (Following 
Tryparsamide ‘Therapy), Illinois M. J. 74:164 (Aug.) 1938. 
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CUTANEOUS ABSORPTION 
I. A DIRECT TECHNIC FOR DEMONSTRATING THE 
PERCUTANEOUS ABSORPTION OF ANTIGENS 


ABRAHAM WALZER, M.D. 
BROOKLYN 


Up to the present time, most of the substances administered by 
inunction to human beings and animals for therapeutic or experimental 
purposes have been drugs. These have varied from such simple elements 
as mercury, lead and arsenic to more complex substances, such as 
alkaloids, histamine and the essential oils. Recently endocrine sub- 
stances, vitamins, toxins, antitoxins and bacterial vaccines have also 
been administered percutaneously by inunction, with variable results. 

The procedures employed by different observers to determine 
percutaneous absorption have at times been complicated. Some investi- 
gators have relied on prolonged clinical observations of the pharmaco- 
logic, toxic or therapeutic effects of the applied agent to establish its 
absorption. Others have performed extensive chemical examinations 
of blood, urine or tissues to detect the presence of the absorbed sub- 
stance. Immunologic methods have also been employed to show the 
absorption of antigens through the skin. These have included the 
formation of specific antibodies, the anaphylactic sensitization and shock- 
ing of animals and the immunization of human beings and animals 


against various diseases, as diphtheria, scarlet fever, typhoid fever, 


tetanus, paratyphoid fever and dysentery. 

The present communication describes a sample teclinic which demon- 
strates that proteins rubbed into the skin readily pass into the circulation. 
The technic is based on an immunologic principle. It is a direct method 
of detecting almost immediately the entrance into the circulation of the 
externally applied antigen. In the studies cottonseed and peanut were 
the protein antigens employed. 

TECHNIC 

The technic is similar to the one employed by Walzer * in his studies 
on the absorption of undigested proteins into the circulation through 
various channels. 


Read at the fourth semiannual meeting of the Allergy Division of the Jewish 
Hospital on May 16, 1938. 

From the Department of Dermatology and Syphilology and the Department 
of Allergy of the Jewish Hospital. 

1. Walzer, M.: Studies in Absorption of Undigested Proteins in Human 
Beings: I. A Simple Direct Method of Studying the Absorption of Undigested 
Proteins, J. Immunol. 16:143, 1927. 
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Briefly stated, the technic consists first of passively sensitizing a 
ie on the skin to an antigen. After twenty-four or forty-eight hours, 
e antigen is rubbed in at another cutaneous site. The lighting up 

the sensitized site with an urticarial reaction marks the entrance 

of the antigen into the circulation. 

The serum for sensitization was obtained from sensitive patients 

who showed marked reactions to cutaneous tests with cottonseed. A 
serum from a peanut-sensitive patient was also used in some of the 


experiments. Most of the studies, however, were carried out with a 


serum in which the titer of the reagins for cottonseed was high. The 
serum was used undiluted in the monkeys and in a dilution of 1 to 4 
in the human subjects. From 0.05 to 0.1 cc. was injected intracuta- 
neously for local passive sensitization. 

The antigen was prepared in the following manner. One or 2 Gm. 
of dehulled cottonseeds were vigorously triturated in a mortar with 
a pestle until they were reduced (in about five minutes) to a gummy 
mass. This was then incorporated in an equal amount of a grease, such 
as petrolatum. The portion for inunction in a monkey weighed 2 Gm., 
and in a human subject, 4 Gm. In some of the experiments on monkeys 
it was found that larger doses of the antigen were absorbed more quickly. 


Hence in one series of animals portions weighing 4 Gm. were used. 


DEMONSTRATION OF ABSORPTION OF PROTEIN 
THROUGH THE SKIN 

The human subjects were adults free of dermatologic disturbances 
and with no history of atopic illnesses, such as asthma and hay fever. 

On the day previous to the inunction sensitization was accomplished 
by the injection of 0.05 cc. of the diluted serum either on the upper 
part of the arm or on the forearm. The inunction of the antigen in the 
vehicle was performed on the corresponding part of the opposite extrem- 
ity. This area was not previously washed or otherwise prepared. Small 
portions of the ointment were applied at short intervals, and the rubbing 
was done in a slow but forceful manner. Fifteen minutes was the time 
arbitrarily decided on for the inunction, but the procedure was discon- 
tinued at the first indication of a reaction at the sensitized site. 

The reaction at the sensitized site in the human subjects began with 
an itch and faint erythema usually from twelve to twenty minutes after 
the onset of the rubbing (table 1). Then a wheal rapidly developed 
within the erythematous area. A completed reaction was a wheal typical 


of urticaria vulgaris and similar in development, course and regression 
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to the experimental wheal previously described by M. Walzer an 
A. Walzer? in their studies on urticaria. 

Evidences of irritation occurred at some of the massaged areas, 
especially on those having pronounced lanugo hair. Erythema and many 
follicular punctate purpuric points developed after the rubbing. There 
was also some pruritus. The irritation was attributed to the pronounced 
lanugo hair, the forceful rubbing or the irritative action of the inunction. 

In the Macacus rhesus monkeys corresponding parts of both thighs, 
usually the lateral surfaces, were carefully shaved forty-eight hours 
before the experiments were begun. One of the sites was then sensitized 
by the intracutaneous injection of 0.05 cc. of undiluted serum. The 
area was marked off with ink. Two days later the antigen in the grease 
vehicle was firmly but slowly rubbed on the other shaved thigh. Rubbing 
was continued for fifteen minutes or until the onset of a reaction at the 
sensitized site on the opposite thigh. 


TABLE 1.—The Percutaneous Absorption of Cottonseed Antigen in Human Subjects 








Date of Site of Date Rubbing Reaction 
Sensiti- Sensiti- Antigen Time, Time, 
zation zation Applied Site Rubbed Minutes Minutes 
Left arm 15 

Right arm 13 

Left arm 12 

Right arm 15 

Right arm 15 


2/ 5/3 Right arm 
2/ 5/38 Left arm 
2/12/38 Right arm 
2/12/38 Left arm 
2/12/38 Left arm 


mm we rw W te 


The occurrence of the reaction at the sensitized site in monkeys has 
previously been described by Straus.* Some variations from the typical 
reaction in the present studies were noted. However, the common 
reactions were the formation of goose skin, blanching and induration. 
The most common type of reaction began with the development of a 
group of pinpoint-sized slightly elevated points at the hair follicles, 
having the appearance of cutis anserina. They usually appeared at or 
around the sensitized site from six to sixteen minutes after the onset 
of the rubbing (table 2). Within a minute or two the affected area 
became ivory white and slightly elevated. The reaction rapidly pro- 
gressed by the peripheral increase in the number of tiny raised follicular 


2. (a) Walzer, A., and Walzer, M.: Studies in Urticaria: I. Wheal Produc- 
tion Through Internal Channels, Am. J. M. Sc. 173:270, 1927; (b) Urticaria: 
II. Experimental Wheal Produced on Normal Skin Through Internal Channels, 
Arch. Dermat. & Syph. 17:659 (May) 1928. (c) Walzer, A.: Urticaria: IV. 
Wheal Formation on Abnormal Skins, ibid. 20:277 (Sept.) 1929. 

3. Straus, H. W.: Studies in Experimental Hypersensitiveness in the Rhesus 
Monkey: II. Passive Local Cutaneous Sensitization with Human Reaginic Sera, 


J. Immunol. 32:251, 1937. 
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oints and by the extension of the blanching. In from five to twenty 
iinutes the reaction was at its height. A completed reaction in the 
xperiments was a lesion varying from 1 by 1.5 cm. to 3 by 5 cm. which 
was sharply outlined, faintly raised, decidedly indurated and ivory white, 
with a smooth surface and a sharp, almost straight border. No pre- 
liminary central or secondary surrounding erythema was observed. 
Pruritus seemed to be slight or absent, but it was difficult to evaluate 
this feature because the animals were tied down during the development 
of the reaction and could therefore make no attempt at scratching. 

A number of variations were noted in the development of the reac- 
tions. In some instances the goose skin and the blanching were absent, 
the reaction being a sharply outlined smooth, raised, indurated lesion. 
Occasionally many of the goose skin papules persisted, giving a rough- 


TABLE 2.—The Percutaneous Absorption of Cottonseed Antigens in Monkeys 


Amount 
Date of Site of Date of Rubbing Reaction 
Sensiti- Sensiti- Antigen Antigen, Time, Time, 
Number zation zation Applied Site Rubbed Gm. Minutes Minutes 


3/22/38 Left thigh 3/24/38 Right thigh 14 14 


l 

Left thigh 3/24/38 Right thigh l 
Right thigh 3/31/38 Left thigh I 11 11 
1 ( 

l 


8 - 


Right thigh 3/31/3 Left thigh 
Right thigh 4/20/38 Left thigh 15 
Right thigh 6/30/38 Left thigh : 15 
Left thigh 6/30/: Right thigh ‘ 10 
Right thigh 7/12/39 Left thigh y ll 
Right thigh 7/12/39 Left thigh : 8 
Right thigh 7/19/39 Left thigh y } 
Left thigh 7/19/39 Right thigh 


¢ 
‘ 


ened rather than a smooth surface to the lesion. A serrated border 
was present in some of the reactions. The amount of elevation also 
varied, and occasionally this feature was absent. In some instances 
a diffuse blanching was the first indication of the developing reaction. 
At other times blanching at the hair follicles first appeared as white 
points, which then increased in size and merged to form a single white 
patch, with or without goose skin lesions surrounding it. 

The reaction as it appeared in the monkeys therefore differed in 
some respects from the typical wheal as seen in human beings. Straus * 
suggested that the sudden erection of the hair follicles with the result- 
ing goose skin was the equivalent of the primary erythematous phase 
of the reaction preceding the appearance of the wheal in human beings. 
The indurated, raised and blanched lesion in the monkey, however, is 
suggestive of the wheal in man. Grayzel and Walzer * have shown that 


4. Grayzel, D., and Walzer, M.: The Pathology of the Allergic Reaction in 
the Passively Sensitized Tissues of the Macacus Rhesus Monkey, J. Allergy 10: 
478, 1939. 
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histologically the reaction in monkeys closely simulates the one i 


human beings. 

The following protocol is a chronologic description of a typical! 
experiment on a monkey, including details of the progressive develop 
ment of the most common type of reaction. 


Monkey 18.—On April 12, 1938, both thighs were shaved, and a site on the 
right thigh was sensitized by the intracutaneous injection of 0.05 cc. of human 
serum obtained from a cottonseed-sensitive patient. 

The following observations were made on April 14: 

11:40 a. m.: Two grams of the inunction, consisting of equal parts of cotton- 
seed and petrolatum, were slowly rubbed in small increments on the shaved part 
of the left thigh. 

11:49 a. m.: Tiny skin-colored pinpoint papular elevations appeared at the 
hair follicles of the sensitized area. 

11:51 a. m.: Blanching of the sensitized area was noted over a patch which 
measured 1.25 by 1.5 cm. The blanched area presented a sharp, even border and 
a goose skin surface and was definitely indurated. 

11:55 a. m.: The goose skin had disappeared. The blanched area was ivory 
white, slightly elevated and indurated. The surface was smooth, and the border 
was sharp and raised. The reaction was at its height. 

12:00: The center of the reaction seemed to be a little more raised than 
the borders; otherwise the lesion was unchanged. 

12:10 p. m.: The blanching had diminished somewhat. 

12:20 p. m.: The blanching and induration were considerably less pronounced. 


12:30 p. m.: The blanching and induration continued to diminish, but the 
reaction was still fairly distinct. 


The following protocol is a chronologic description of an experiment 
on another animal, illustrating one of the atypical forms of reactions 
encountered. 


Monkey 38.—On July 17, 1939, both thighs were shaved, and a site on the 
right thigh was sensitized by the intracutaneous injection of 0.05 cc. of serum 
obtained from a cottonseed-sensitive patient. 

The following observations were.made on July 19: 

1:42 p. m.: Four grams of inunction, consisting of equal parts of cottonseed 
and petrolatum, were slowly rubbed in small increments on the shaved surface 
of the left thigh. 

1: 48 p. m.: Tiny white follicular raised points appeared at the sensitized 
site on the opposite thigh, giving it the appearance of goose skin. 

1:50 p. m.: The blanching around the raised follicular points had increased in 
intensity and in size. 

1:51 p. m.: All the white spots had joined, forming one white patch, 1.5 
by 1.5 cm. 

1:53 p. m.: The blanching had extended beyond the boundaries of the original 
sensitized site. Goose skin lesions had not preceded the blanching in the outer 
areas. The patch was somewhat indurated. Raised follicular points were still 
present in the center. 
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1:56 p. m.: The lesion had grown considerably in size, especially in length. 
ly an occasional raised follicular point was noted in the peripheral area. The 
pules in the center had partially disappeared. 

1:58 p. m.: The lesion had enlarged to about 5 by 3 cm. It was definitely 
lurated, elevated, sharply demarcated and ivory white. The goose skin was 
resent only in the center. 

2:05 p. m.: With the exception of the increase in blanching, the reaction was 

the same as described for 1:58 p. m. It had reached the height of its development. 

2:09 p. m.: The lesion seemed to be higher in the center than at the periphery, 

presenting a dome-shaped appearance. This was an indication that regression had 
hegun. The goose skin, however, was still present but not so pronounced as 
| reviously, 

2:10 p. m.: The blanching had diminished, and the goose skin lesions had 

flattened considerably. The induration and elevation were still pronounced. 

2:13 p. m.: The goose skin had disappeared; the induration had decreased. 

2:23 p.m.: A pale slightly indurated patch was all that remained of the 

lesion. 

2:49 p. m.: The induration had gone. Only a slight blanching was still 

present. 


3:00 p. m.: The site was practically normal again. 


COMMENT 

A protein, finely triturated and suspended in a grease base, was 

absorbed into the circulation in human beings and in monkeys after it 

was rubbed into the skin. Absorption was marked by the reaction which 
developed at a passively sensitized site in a distant area. 

Proteins have previously been administered through the skin, and 

the evidence of their absorption has in some instances been based on 


immunologic principles. The percutaneous absorption of toxins, for 
example, was demonstrated by the eventual disappearance of positive 
Schick and Dick reactions in patients so treated. The cutaneous absorp- 
tion of tetanus antitoxin was demonstrated by the neutralization of the 
tetanus toxin as a result of the rubbing in. Likewise the absorption of 
vaccines of typhoid and paratyphoid bacilli was indicated by the sub- 


sequent appearance of corresponding antibodies in the circulation of 
persons who were treated in this manner. With other proteins, such 
as insulin, the cutaneous absorption was proved by chemical, physiologic 
or therapeutic analysis ‘or by the demonstration of its effects in treated 
subjects. 

All these methods of determining the absorption of protein through 
the skin require complicated technical procedures and yield information 
only indirectly and after a considerable delay. The technic here pre- 
sented, on the other hand, is direct. It gives the desired information 
almost immediately. Moreover, it is simple and harmless. It is equally 
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applicable to human beings and to Macacus rhesus monkeys. Bei 
immunologic in principle, however, the technic is limited in its applica 
tion. It may be employed only for antigens for which strong reaginic 
serums are obtainable. 

Further studies in cutaneous absorption dealing with the variou 
factors concerned in this mechanism will be presented in future publica- 
tions. 

SUM MARY 

A simple, direct and harmless technic, based on immunologic 
principles, for demonstrating the absorption of protein antigens through 
the skin is presented. 

The technic is applicable to human beings and to Macacus rhesus 
monkeys. 





PRURITUS ANI AND ITS RELATIONSHIP TO 
SEBORRHEIC ECZEMA AND 
DERMATOPHYTOSIS 


PAUL D. FOSTER, M.D. 
AND 
MALCOLM R. HILL, M.D. 


LOS ANGELES 


It has been noted independently by both of us that a definite rela- 
tionship exists between many attacks of pruritus ani and exacerba- 
tions either of seborrheic eczema of the scalp, ear canals, eyelids, 
umbilicus or axillas or of dermatophytosis of the feet. What relation- 
ship exists between these conditions and how to determine the 
exact status of one to the other are problems which become increasingly 
difficult, because of the multiplicity of theoretic, physical and personal 
problems involved. We have attempted, by the use of material gathered 
from other published work and from our own observations of 145 
cases of pruritus ani, to explain on an allergic basis what seem to be 
the fundamental factors involved in anal itching. 

In view of the difficulty experienced in gaining the cooperation of 
the patient when the primary focus alone was treated without giving 
some immediate relief to the pruritus, we thought it advisable to treat 
both the distant and the local involvement until a symptomatic cure 
was obtained. The patients were then carefully instructed to watch 
for recurrent symptoms of ‘pruritus ani, seborrheic eczema or dermato- 
phytosis and to report immediately for observation. The result of these 
observations will be presented in detail later in the paper. 


REVIEW OF THE PERTINENT LITERATURE 

The literature has been combed rather thoroughly, but we have 

been unable to find any instance in which pruritus ani was the result 

of an allergic reaction to seborrheic eczema or dermatophytosis. Caskey ' 

listed 34 causes of pruritus ani but did not mention any relation to the 
aforementioned allergic factor. 

Early in the century Castellani pointed out the connection between 


pruritus ani and fungous infections. A more recent review of the 


From the Department of Dermatology and Syphilology, University of Cali- 
fornia, Los Angeles Medical Division, and the Department of Proctology, College 
of Medical Evangelists. 

1. Caskey, C. R.: Pruritus Ani, California & West. Med. 50:14 (Jan.) 1939. 
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subject by Castellani? covered the subject in more detail. He stated: 
“Pruritus ani of mycotic origin is a condition, as a rule, which resembles 
a form of latent epidermophytosis of the ano-perianal region without 
the usual ‘objective symptoms’ of an ordinary active epidermophytosis 
being present.” He was able to culture some form of yeast in only 
about 30 per cent of his cases. Terrell and Shaw * expressed the opinion 
that pruritus is not of fungous nature in all cases, but they were forced 


to the conclusion that in the majority of the cases it is primarily due 
to a fungus. They reported 54 cases with 36 cures obtained with anti- 
fungicidal therapy. Kiger was quoted by Goldman* as suggesting 
that a definite distal focus of infection causes pruritus in many cases. 
Scarborough * stated emphatically: “Experience has shown that there 
is always a local cause for the symptom of localized anal itching.” He 
reviewed Chope’s work on 11 selected cases in which it was felt that the 
pruritus was definitely of fungous origin and in which the clinical 
appearance was characteristic. Scarborough and Chope were able to 
demonstrate the existence of myceliums in 3 cases. In no case could 
they culture a fungus on Sabouraud’s culture medium. They stated 
that they were unable to stop the itching in a single patient by local 
treatment but that they were successful when the underlying pathologic 
conditions had been removed. Tucker and Hellwig ® observed nothing 
which would suggest that pruritus ani has a bacterial or a parasitic 
cause. They expressed the opinion that skatole and possibly other 
hydrocarbons present in human feces can, under certain circumstances, 
act as the etiologic agent. It seems that most authors attribute all 
itching to the one cause that happens to be “their particular hobby.” 


PRURITUS ANI CONSIDERED AS A_ POSSIBLE 
ALLERGIC PHENOMENON 


We feel that there are many causes of pruritus ani, both local and 
constitutional ; however, we feel that frequently pruritus ani is a toxic 
or an allergic manifestation of ‘seborrheic eczema or of dermatophytosis, 
in the same manner in which the well recognized dermatophytid of the 
hands is a manifestation of dermatophytosis. In many cases the pruritus 


2. Castellani, A.: Pruritus Ani and Pruritus Vulvae of Mycotic Origin, 
Practitioner 117:341 (Dec.) 1926. 

3. Terrell, E. H., and Shaw, F. W.: Observations of Fungal Infections of the 
Peri-Anal Skin and Rectum, South. M. J. 21:61 (Nov.) 1928. 

4. Goldman, C.: Pruritus Ani—Its Etiology and Treatment, M. J. & Rec. 
122:88 (July) 1925. 

5. Scarborough, R.: Pruritus Ani: Its Etiology and Treatment, Ann. Surg. 
98:1039 (Dec.) 1933. 

6. Tucker, C., and Hellwig, C.: Pruritus Ani: Histologic Picture in Forty- 
Three Cases, Arch. Surg. 34:929 (May) 1937. 
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gins with localized itching, tingling, tickling, biting, picking, pricking, 
reeping, crawling or burning sensations as the only symptoms, later 


io develop into dermatitis or eczema, as the physical changes become 
more apparent. The pruritus is in itself not a disease but a symptom 
complex brought on by irritation of the nerve endings. Clinically the 
pruritus is manifested by erythema, by the appearance of papules and 
vesicles, by maceration of the tissue, by fissures and, in extreme cases, 
by eczematization, oozing, crusting and scaling. The itching is fre- 
quently extremely severe, occurring in paroxysms which are uncon- 
trollable and which cause the patient untold embarrassment, occasionally 
leading to nervous breakdowns and seriously affecting the general health. 
It has been our experience that this condition of allergy, sensitivity or 
irritability varies with each patient. Some patients with severe external 
dermatitis suffer less than others with no visible clinical manifestation 
of the condition. However, it would appear that in most patients an 
ever increasing hypersensitivity develops, and eventually a psycho- 
neurosis. 

Fungous and bacterial infections, especially when associated with 
intertrigo, itch severely. The infections apparently set up an epidermal 
hypersensitivity which manifests itself in areas where there is moisture, 
irritation or pressure. Bloch’ and Sulzberger * explained the physio- 
logic mechanics of the “ids” as they are understood today. They 
stated that fungi or bacteria originating from a focus or from foci of 
infection can enter the blood stream and be distributed to the skin, 
where they are rapidly killed, an altered condition of the skin or “allergy” 
being caused, so that on future contact of the skin with the organisms 
or their products varying types of reaction are produced, from simple 
pruritus to eczema. This is the reaction observed in dermatophytids 
and bacterids, as contrasted with the condition at the primary focus of 
infection. It is therefore possible that in one of two conditions which 
appear to be similar, the primary focus, the organism may be found, 
while in the other, the secondary manifestation, the organism is rarely 
found. Immunologically, this allergic reaction can be verified by inocu- 
lation with vaccines of the offending organism, which will demonstrate 
the altered reaction of the skin, showing that the skin reacts to the 
toxins of the primary infection as well as to the organism itself. 

The foregoing data have been given to correlate briefly our under- 
standing of “allergy” in its relation to the “ids” and to show how 
it would be possible to include pruritus ani as a toxic manifestation 


’ 


of seborrheic eczema and dermatophytosis. 


7. Bloch, B., in Jadassohn, J.: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1928, vol. 11, p. 564. 

8. Sulzberger, M. B.: The Pathogenesis of Trichophytids, Arch. Dermat. & 
Syph. 18:891 (Dec.) 1928. 
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ETIOLOGY OF SEBORRHEIC ECZEMA 

The etiology of seborrheic eczema has been in dispute since 
Malassez ® first described the organism he called Pityrosporum ovale in 
1874. Many authorities have failed to obtain a pure culture ; however, 
Moore, Kile and Engman?° were successful not only in cultivating a 
pure strain but in reproducing a patch of seborrheic eczema in a test 
subject. It should be noted that in reproducing the disease only patients 
with seborrhea elsewhere than on the scalp were used, which indicates 
that there may be other basic factors involved in the disease. It is 
accepted that the average patient with seborrheic eczema has a peculiar 
pathologic skin of an edematous type, associated with an exudative 
diathesis of the tissues. The skin of these patients with seborrheic 
eczema frequently presents a fatty or waxy appearance. It is intolerant 
of excessive amounts of carbohydrates and fats. This condition would 
indicate that persons with seborrheic eczema could have toxic eruptions 
originating on the principles of the dermatophytids and bacterids, which 
possibly should be called ‘“‘pityrosporids” or seborrheids. It should be 
noted that Moore, Kile and Engman were able to produce a vaccine 
which they called pityrosporin. 

Those interested in the organisms which live in symbiosis with 
Pityrosporum ovale and which produce different clinical manifestations 
of seborrheic eczema, such as Staphylococcus albus, Staphylococcus 
epidermidis and Staphylococcus aureus, are referred to an excellent 
article by MacKee and Lewis." 


FACTORS INVOLVED IN THE DEVELOPMENT OF PRURITUS ANI 
When pruritus ani arises as a secondary toxic or allergic reaction 

to the primary dermatophytosis or to seborrheic eczema, by the nature 
of the anatomy of the anus it is in a position to become invaded by a 
variety of organisms. The yeast organism Monilia is frequently found 
in culture, as well as the various types of pyogenic bacteria constantly 
present on the body. Therefore, even though the original pruritus is 
allergic in nature, there may and usually does occur secondary infection. 
This element of actual infection, as weil as the primary focus, must be 
eliminated when one is treating the condition. There are other factors 
to be considered, such as scratching, mechanical abrasion of the part by 
rough clothing or toilet paper, perspiration and anything else which 


9. Malassez, L.: Note sur le champignon de la pelade, Arch. de physiol. 
norm. et path. 6:203, 1874. 

10. Moore, M.; Kile, R. L.; Engman, M. F., Jr.. and Engman, M. F.: 
Etiology and Pathology of Seborrheic Dermatitis, Arch. Dermat. & Syph. 33: 
457 (March) 1936. 

11. MacKee, G., and Lewis, G.: Dandruff and Seborrhea: Flora of “Normal” 
and Diseased Scalps, J. Invest. Dermat. 1:131 (April) 1938. 
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de.troys or damages the lower layers of the epidermis or papillary bodies. 
[iese factors must of necessity be taken into account when therapy is 
considered. 

The skin loses its resistance after repeated injuries, whether they 
result from the original id, from the secondary infection or from 
nechanical or physiologic factors. It is necessary to eliminate all of 
the causes of the pruritus before a good result can be expected. Remov- 


ing one or more of the predisposing factors would still allow the pruritus 


to continue. 
REPORT OF CASES 


We shall report our observations on 145 patients with pruritus ani and attempt 
to show its possible relationship to two common cutaneous diseases, seborrheic 
cezema and dermatophytosis. Because of incomplete records in some instances, 
failure of some patients to continue treatment and failure of the authors to coordi- 
vate their records until iate in the series, there have arisen some discrepancies. 

Dermatologic Series ——This series of cases was viewed from the dermatologic 
standpoint (P. D. F.), and therefore attention was directed to other clinical 
cutaneous manifestations than the pruritus. This series tended to include a higher 
percentage of patients with seborrheic eczema and dermatophytosis than the corre- 
sponding proctologic series. Only patients under observation for a considerable 
period were included in this series. All patients seen only in consultation were 
excluded. 

Forty-four patients with pruritus ani are presented for consideration. Nineteen 
had definite clinical manifestations of seborrheic eczema of the scalp, ears, eye- 
brows, eyelids, chest, axillas or umbilicus. Thirty-one presented the usual objective 
symptoms of dermatophytosis, confirmed by extemporaneous microscopic examina- 
tion in 22 cases. 

In the 9 cases in which immediate microscopic examination gave negative 
results, material was cultured on Sabouraud’s medium. In 4 of these cases the 
cultures yielded fungi. It was observed on the first examination that 15 patients 
had both seborrheic eczema and dermatophytosis. 

All the patients except 2 were placed on a regimen of intensive treatment for 
both the local and the possible primary foci of infection. The 2 patients who 
were not treated locally for the pruritus were persons belonging to the medical 
profession who had noted for themselves the relationship of the pruritus, in 1 
instance to dermatophytosis and in the other to seborrheic eczema. Both of these 
persons had complete amelioration of their symptoms of pruritus ani when treated 
solely for the primary cause. 

Fourteen of the remaining 42 patients in the series had symptoms which were 
considered to be caused purely by local factors, and 6 patients were referred to 
one of us (M. R. H.) for removal of definitely pathologic tissue. Twenty-eight 
patients were cured of their symptoms of pruritus by the treatment advocated in 
this paper. 

Pruritus ani recurred after the apparent symptomatic cures in 22 of the 28 
patients. The recurrence was definitely associated with seborrheic eczema in 7 of 
the patients, or 32 per cent; with dermatophytosis in 15, or 68 per cent, and 
‘with a combination of the two conditions in 5, or 23 per cent. 

The patients in this series were given a soothing powder for the pruritus, and 
active treatment was instituted for the complicating seborrheic eczema or dermato- 
phytosis. Of the 10 patients with recurrences who were treated only for der- 
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matophytosis, 8 patients showed apparent symptomatic cures; some of these patieits 
had numerous recurrences for which only the feet were treated, and the pruritus 
subsided. The 7 patients in whom a relapse was noted in conjunction with ay 
exacerbation of seborrheic eczema were treated only for the seborrheic eczema, and 
5 apparent symptomatic cures were effected. In the remaining 5 patients in whom 
the relapse was associated with both seborrheic eczema and dermatophytosis, 3 
symptomatic cures were effected by treatment of the associated conditions only, 
Therefore, in 22 patients in whom recurrences of pruritus ani were associated 
with either seborrheic eczema or dermatophytosis or both, 16 symptomatic cures 
were effected by treating only the primary source of the allergy or “id.” Proper 
hygiene of the anus and a soothing talcum powder were used in all cases. 

Proctologic Series—In a series of 101 patients observed by one of us (M. R. 
H.), pruritus ani was one of the main complaints for which proctologic consulta- 
tion was sought; 34 patients were examined and a consultation report was rendered, 
A group of 20 patients in this series showed evidence of active mycotic lesions on 
their feet. Seborrheic eczema was not considered as a possible causative factor 
by this author until about three years ago. Therefore, only 1 of the 20 patients 
already mentioned was noted as having seborrheic eczema of the scalp and ears. 

In another group of 8 patients in this series, there was no evidence of mycotic 
activity, but 2 patients did give a previous history of fungous infection. Surgical 
treatment of the existing anorectal disease was recommended. These patients did 
not return for further care. 

In a third group in this series, 37 patients in all, medical treatment alone was 
administered. Thirty-two patients gave evidence of active mycotic infection of 
their feet. Six of these 32 patients had coexisting seborrheic eczema. One oi 
of the 5 patients who gave no evidence of active mycosis had a seborrheic eczema 
of both the scalp and the ears. 

Medical treatment in this third group varied with the individual patients, 
depending on the coexisting anorectal disease. Internal hemorrhoids and redundant 
mucous membrane were treated with injections. Inflamed crypts, fissures and 
superficially eroded areas were treated with topical applications. For certain 
painful lesions, as well as for the exaggerated pruritus syndrome, anesthetic oil 
mixtures were injected subcutaneously for alleviation of the symptoms. 

Seborrheic eczema was ignored in this entire series. Nineteen of the patients 
of the medically treated group had complete relief of their pruritus. Five of 
these 19 successfully treated patients had recurrences of the pruritus, followed 
by alleviation of the symptoms on renewing the medical treatment and on eradi- 
cating the primary mycotic focus of infection. Four of the remaining medically 
treated patients were referred elsewhere for completion of their course of treatment 

Of the remaining 22 patients of the entire series, because of complicating 
cutaneous lesions 2 patients were referred to the other of us (P. D. F.), and 
those patients are included in the dermatologic series. For the care of the final 
20 patients with pruritus ani, a combined surgical and medical program was out- 
lined; 15 patients had active epidermophytosis of the feet; 7 of these patients 
refused treatment; 11 of the remaining 15 patients responded to treatment with 
complete alleviation of the symptoms. One of the 11 patients had a recurrence 
of pruritus, associated with reactivation of mycosis of the feet, and on instituting 
treatment for the distant foci of infection, the symptoms rapidly disappeared. 

In this series of 101 patients, a summary shows that 67 patients had active 
dermatophytosis, of whom 4 had a combination of seborrheic eczema and a fungous 
infection of the feet and 6 showed seborrheic eczema alone. 
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THE TREATMENT OF PRURITUS ANI FOUND MOST EFFECTIVE 
rhe treatment for pruritus ani must depend on the source of the con- 
dition as well as on the other complicating factors. Few dermatologists 
treat only the feet when a well developed dermatophytid of the hands 
is present. The hands must be treated as well, especially in view of 


the ever present pruritus. Few proctologists after failing to cure the 


pruritus by surgical removal of the local pathologic condition consider 


the associated mycosis of the anus or feet. Therefore, when one is 
treating pruritus ani in its “id” form, it becomes necessary to treat not 
only the predisposing cause but also its acute dermatologic manifesta- 
tions. For that reason, only a very few of our patients were treated for 
the primary focus alone. In the treatment of pruritus ani, prophylaxis 
stands out as the first consideration. The following conclusions were 
drawn largely from the observation of patients with recurrences of the 
pruritus. 

1. It is important that patients with pruritus ani should be aware of 
the necessity of using soap and water, salt water, plain water or a wet 
cloth, rather than toilet paper. Toilet paper does not thoroughly cleanse 
the anus, and besides it is rough and irritating, often setting in motion 
the stimuli which one tries so hard to alleviate. 

2. It is imperative that the area be kept dry during the day, while 
the patient is up and about. This is often difficult when other anal 
pathologic conditions are present, such as fissures, hemorrhoids and 
infected crypts. However, by having men wear suspensories, the amount 
of perspiration is greatly lessened. It is advisable for women to use 
an absorbant tampon in the vagina, so that the area is kept as dry as 
possible from secretions. These expedients, in conjunction with frequent 
washings and the use of an emollient, will suffice to keep the secondary 
irritation at a minimum. 

3. The necessity for removal of all pathologic conditions of the anus 
which may cause continuation of the symptoms appears to be self 
evident. 

4. The most important part of the entire treatment consists in con- 
tinuing the therapy for several months after all the symptoms have 
subsided. Apparently the threshold of resistance of the skin becomes 
lowered through constant allergic and secondary stimuli. It is necessary, 
therefore, to continue the treatment to raise this resistance above the 
point at which cutaneous manifestations will occur. 

5. Constant attention should be given to seborrheic eczema of the 
scalp, ear canals, eyelids, axillas or umbilicus, as well as to dermatophy- 
tosis of the feet. When these conditions recur, they should be actively 


treated. 
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The following therapy has been the most effective in treating our 
patients and has given better results than any other method heretofore 
tried: (1) a fungicidal ointment, applied to the scalp or the feet or to 
both, as is indicated by the condition, and applied to the anus at night 
when no open eczematization exists; (2) vitamin B complex, 200 Sher- 
man units taken twice a day after meals; (3) a diet low in carbohydrate 
and in fat; (4) roentgen treatment, 75 r weekly, when indicated: 
(5) medicated dusting powder, applied frequently when the eczematiza- 
tion has subsided. 

SUMMARY 

Of the 145 patients with pruritus ani, 98 had fungous infection of 
the feet as a complicating factor. Among these patients with a fungous 
infection, some also had seborrheic eczema. The recurrences follow- 
ing symptomatic cures of the pruritus which were associated with 
exacerbations of seborrheic eczema and dermatophytosis numbered 
approximately 50 per cent of the entire series. 

The complication of a secondary infection from the common cuta- 
neous contaminates as well as the source of infection from the gastro- 
intestinal tract is of primary importance. It must be kept in mind that 
the entire length of the anal canal is lined by stratified squamous epi- 
thelium which is lacking in its outer horny layer and that most of the 
fibrous tissue of the reticular layer is also lacking, an increase in per- 


meability being caused as well as a decrease in toughness of the part. 
Added to these conditions, there is the moisture resulting from the 
anatomic location of the anus, and it gives a rather complicated picture, 
which requires intelligent study before an unequivocal diagnosis of the 


primary source of infection can be made. 

It seems that the data presented indicate a definite relationship 
between seborrheic dermatitis, dermatophytosis and its allergic counter- 
part, pruritus ani. 

CONCLUSIONS 

1. There are numerous causes of pruritus ani, local, constitutional 
and allergic. 

2. Pruritus ani is frequently an allergic reaction or “id,” resulting 
from a distant focus of infection, particularly seborrheic eczema or 
dermatophytosis. 

3. In many patients stubborn pruritus ani can be cured-only by 
removing that distant toxic focus. 

4. Proper hygiene of the anal and the perianal area must be main- 
tained by all patients with pruritus ani. 


1930 Wilshire Boulevard. 
727 West Seventh Street. 





FIXED ERUPTION FROM MAGNESIUM HYDROXIDE 


POLYSENSITIVITY 


E. WILLIAM ABRAMOWITZ, M.D. 
NEW YORK 
AND 
JOSEPH: J. RUSSO, M.D. 


ALBANY, N. Y. 


The erythematous pigmentary fixed eruption first reported by Louis 
Brocq! in 1894 was definitely shown to be due to antipyrine. The 
lesions flared up each time the drug was taken. Since then this type 
of eruption and others of the urticarial, erythematous and eczematous 
group, recurring in situ, have been reported following the use of 
acetophenetidin (phenacetin), acriflavine hydrochloride (trypaflavine), 
aminopyrine and its compounds, antimony and potassium tartrate, the 
arsenicals (acetylarsan, arsphenamines, mapharsen and tryparsamide), 
barbiturates, bismuth salts, cinchophen (atophan ), iodides, ipecac, emetine, 
ipomea (scammony), isacen (diacetyldihydroxyphenylisatin ), mercury, 
phenolphthalein, quinine and the salicylates (acetylsalicylic acid and 
sodium salicylate). Other agents, such as vaccines, liquors, psychic 
stress, physical exertion, menstruation and autotoxic substances, have 
also been implicated.2 Urbach* reported a fixed eruption from the 
eating of lentil soup, and Cooke* observed one which followed the 
eating of tomatoes. Bowen * described a similar eruption from a dental 
powder containing indian, or karaya, gum, while Loveman and Simon ° 
showed sulfanilamide to be responsible for eruptions also. 

Chargin * noted polysensitivity in several persons who presented 
fixed eruptions due to arsphenamine. The Jesions flared up after the 


1. Brocq, L.: Eruption érythémato-pigmentée fixe due a l’antipyrine, Ann 
de dermat. et syph. 5:308, 1894. 

2. Abramowitz, E. W., and Noun, M. H.: Fixed Drug Eruptions, Arch. 
Dermat. & Syph. 35:875 (May) 1937. 

3. Urbach, E.: Ueber fixe nutritiv-allergische Exantheme, Klin. Wehnschr. 
15:1208 (Aug. 22) 1936. 

4. Cooke, R. A.: Personal communication to the authors. 

5. Bowen, R.: Karaya Gum as a Cause of Urticaria, Arch. Dermat. & Syph. 
39:506 (March) 1939, 

6. Loveman, A. B., and Simon, F. A.: Fixed Eruption and Stomatitis Due 
to Sulfanilamide, Arch. Dermat. & Syph. 40:29 (July) 1939, 

7. Chargin, L.: Fixed Eruption Due to Arsphenamine, Arch. Dermat. & 
Syph. 37:144 (Jan.) 1938; Fixed Eruption in a Patient Sensitive to Arsphenamine 
and Phenolphthalein in Different Areas, ibid. 38:474 (Sept.) 1938. 
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administration of antipyrine, various arsenicals, a bismuth preparatio: 
or phenolphthalein, and in 1 case new fixed lesions appeared. 

In view of these reports, it appears that the cause of a fixed eruption 
is not limited to a few organic compounds but that any drug may pro 
voke such an eruption. Agents even of a drugless nature may produce 
such cutaneous manifestations. The explanation that a+*benzene ring 
is responsible for a fixed eruption appears inadequate, for bismuth 
hydroxide and mild mercurous chloride, both inorganic compounds, 
are known to cause similar lesions.’ 

The following report of a fixed eruption from magnesium hydroxide 
is interesting, as it shows that first one organic drug and then another 
and finally a simple inorganic compound caused the same type of erup- 
tion in the same patient. 


REPORT OF A_ CASE 


Mrs. M. P., a private patient aged 32, was American born, white and the 
mother of two healthy children. There was no history of allergy. She had always 
been well except for occasional constipation, for which she obtained relief by 
taking an emulsion of liquid petrolatum containing agar-agar and phenolphthalein. 
She never observed any ill effects from its use but discontinued it the latter part 
of 1938. 

The eruption first appeared in 1936, after ingestion of a single dose of pheno- 
barbital, which apparently had been taken for the first time. The cutaneous lesions 
appeared on the extensor surface of the middle finger and the hypothenar area 
of the right hand and the little finger of the left hand. They were described as 
red spots of varying size that left a slight pigmentation. No recurrence developed 
until 1937, when a rash reappeared in the same areas*after the use of the same 
drug. 

A flare-up of the eruption in the previously involved areas appeared on Feb. 
12, 1938, after the patient had taken three daily doses of a confectionary tablet 
containing phenolphthalein. On February 26, when the eruption had subsided, the 
identical eruption reappeared eight hours after the taking of 1 grain (0.06 Gm.) 
of phenobarbital. No further recurrence developed until December. She then 
began to use a well known brand of magnesium hydroxide in tablet form, taking 
1 tablet daily for seven days. The eruption appeared after the last dose and 
was similar to the previous outbreaks. The same result occurred later when 
one of us (J. J. R.) asked the patient to take the tablets of magnesium hydroxide 
again and also when tablets of another brand of the drug were used. 

The patient then avoided all medication until July 22, 1939, when she was 
directed to take 2 tablets of magnesium hydroxide each day. The recurrence 
developed about six hours after the last dose on the third day. A similar outbreak 
developed later, after magnesia magma U. S. P. (suspension of magnesium 
hydroxide in water) was ingested. 

In order to test her sensitivity to other drugs she was given 5 grains (0.32 Gm.) 
of acetylsalicylic acid. One week later she received daily doses of 5 grains 
(0.32 Gm.) of antipyrine, but no reaction developed after ingestion of either 
drug. During the investigation attention was given to the elimination of anything 
that might possibly contain phenolphthalein or any other drug. All mouth washes, 
dentifrices, colored candy, cakes and ice cream were strictly avoided. The makers 
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the tablets of magnesium hydroxide, on request, stated that the composition of 
ese tablets was magnesium hydroxide, starch, sugar and oil of peppermint. As 
e suspension of magnesium hydroxide (magnesia magma) contained none of the 
ugredients in the tablets except the drug itself, no further testing was done. 
The eruption has always been the same, consisting, after the first outbreak 
oi the recurrence in situ, of a circumscribed purplish erythema about the size of 
silver dollar located on the hypothenar eminence of the right hand, with a 
smaller but similarly colored patch on the extensor surface of the middle finger 
of the right hand and the little finger of the left hand. The eruption is 
accompanied by itching and usually clears up in two or three weeks, leaving a faint 
pigmentation. With the taking of the tablets of magnesium hydroxide beginning 




















Three days after the outbreak of a fixed bullous eruption on the middle finger 
of the right hand and erythema on the right hypothenar eminence which followed 
the ingestion of tablets of magnesium hydroxide. 


on July 22, the patch on the right palm appeared more hemorrhagic, and on the 


middle finger of the right hand appeared a large bulla. The patient’s hands 
were photographed on July 27, 1939, three days after the outbreak. Consent for 


a biopsy could not be obtained. 

The patient was certain that the eruption never appeared except when she 
took one dose of phenobarbital, three doses of phenolphthalein or several doses 
of magnesium hydroxide. 

Recurrence in previously affected areas, even though varying from an erythema 
to a bullous lesion, is characteristic of the so-called “fixed” eruption. The presence 
of polysensitivity is indicated by the flare-up after ingestion of phenobarbital, 
phenolphthalein or magnesium hydroxide. 
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SUMMARY AND CONCLUSIONS 


A case is reported in which a fixed eruption followed the ingestior 
of tablets of magnesium hydroxide, an inorganic substance. The lesions 
first appeared after the ingestion of phenobarbital, later after that of 
phenolphthalein and finally. after the taking of magnesium hydroxide 

Apparently almost any agent, chemical or otherwise, simple or 
complex, inorganic or organic, may cause this peculiar manifestation 


in the skin. 





PYODERMA GANGRAENOSUM TREATED WITH 
SULFANILAMIDE 


REPORT OF A CASE 


ALFRED L. WEINER, M.D. 


CINCINNATI 


The association of peculiar recurrent cutaneous ulcers with infec- 
tious foci in the viscera was first described as a definite clinical syndrome 
in 1930 by Brunsting, Goeckerman and O’Leary * and was termed by 
them pyoderma gangraenosum. The authors pointed out that the 
symptom-complex had probably been described before under a variety 
of different names and emphasized the striking parallel relation between 
the activity of the cutaneous lesions and the major infectious focus. 
\lthough somewhat rare, the condition has since been reported regu- 
larly and consistently enough to justify its consideration as a separate 
clinical entity.2 At the same time some of the confusion in the differ- 
entiation of pyoderma gangraenosum from other types of cutaneous 


gangrene has been overcome. In most of the recorded cases the 


visceral focus has been in the colon, but other viscera may be involved, 
as in the case of Lane and Stroud ** (biliary and urinary tracts) and 
in the case of Weiss, Grollman and Cohen *4 (synovial cavities, pleura, 
From the Department of Dermatology and Syphilology of the University of 
Cincinnati College of Medicine and the Cincinnati General Hospital, Dr. Elmore 
B. Tauber, director. 

1. Brunsting, L. A.; Goeckerman, W. H., and O’Leary, P. A.: Pyoderma 
(Echthyma) Gangrenosum: Clinical and Experimental Observations in Five Cases 
Occurring in Adults, Arch. Dermat. & Syph. 22:655 (Oct.) 1930. 

2. (a) Lane, C. W., and Stroud, C. M.: Pyoderma Gangrenosum, Arch. 
Dermat. & Syph. 27:460 (March) 1933. (b) McCarthy, L., and Fields, R.: Pyo- 
derma Gangrenosum, New York State J. Med. 31:801 (July 1) 1931. (¢) Cohen, 
M. H.: Pyoderma Gangrenosum, Arch. Dermat. & Syph. 33:813 (May) 1936. (d) 
Weiss, H. B.; Grollman, A. I., and Cohen, S.: Pyoderma Gangrenosum: Report of 
a Case with Autopsy, J. Med. 18:239 (July) 1937. (e) Jankelson, I. R., and 
Massell, B. F.: Pyogenic Skin Lesions Accompanying Chronic Ulcerative Colitis : 
Report of Five Cases, Am. J. Digest. Dis. & Nutrition 3:19 (March) 1936. (f) 
Gibson, R.: Pyoderma Gangrenosa, Brit. J. Dermat. 49:560 (Dec.) 1937. (q@) 
Schmidt, H. W.: Hyperimmune Streptococcic Serum in the Treatment of Pyoderma 
Gangrenosa, Associated with Chronic Ulcerative Colitis and Carcinoma of the 
Colon, Proc. Staff Meet., Mayo Clin. 11:244 (April 15) 1936. (h) Cowett, M. P.: 
Pyodermia Complicating Ulcerative Colitis, Am. J. Surg. 38:364 (Nov.) 1937. 
(1) Mintzer, I. J.: Pyoderma Gangrenosum, Onychogryphosis and Onycholysis 
with Ulcerative Colitis, Arch. Dermat. & Syph. 40:541 (Oct.) 1939. 
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pericardium and urinary tract). Bargen* has estimated the incidence 
of pyoderma gangraenosum in ulcerative colitis as 1 in 1,500 cases. 

The cutaneous ulcers of pyoderma gangraenosum are characterized 
by a central area of necrosis surrounded by a purple-blue border beyond 
which is an erythematous inflammatory areola. There is deep under- 
mining. The crater of the ulcer presents a peculiar gray cribriform 
appearance. The entire process is further characterized by rapid and 
extensive sloughing and by slow healing. The resultant scars are smooth, 
atrophic, cigaret-paper-like and sometimes pigmented and_ usually 
assume a serpiginous outline, in the manner of a tertiary syphilid. 
There is apparently no involvement of the deeper underlying structures, 
Recurrences as a rule accompany flare-ups in the activity of the asso- 
ciated visceral lesions. Histologically there are necrosis and ulceration, 
with polymorphonuclear leukocytic reaction in the early acute phase 
of the lesion and acanthosis, pseudoepitheliomatous epithelial hyper- 
plasia and foreign body reaction in the later stages.’ Clinically the 
chronicity, the recurrences, the association of colitis or other systemic 
disease and the morphologic characteristics of the ulcers of pyoderma 
gangraenosum serve to differentiate these ulcers from other gangrenous 
lesions of the skin, such as postoperative gangrene, streptococcic gangrene 
of Meleney * and dermatitis gangraenosa infantum. Of course, differ- 
entiation must also be made from furunculosis or other pyogenic 
infection of the skin that might occur incidentally during the course of 
ulcerative colitis, from factitial dermatitis and from other granulomatous 
lesions, such as bromoderma and blastomycosis, which are not essentially 
gangrenous. 

All observers are agreed that the soil necessary for the occurrence of 


pyoderma gangraenosum is debilitation caused by some chronic sys- 
temic disease. Infection by hemolytic streptococci and staphylococci 


perhaps in symbiotic relation was advocated as the precipitating cause 
by Brunsting, Goeckerman and O’Leary.t Goeckerman® stated the 
belief that the cutaneous ulcers were metastatic. Cohen ** considered 
the entire condition to be a “deficiency disease complex,” while Gold- 
man ° proposed the attractive theory that the cutaneous ulcers were of 
the nature of a Shwartzman reaction to the infection in the bowel. 
Others have seen in pyoderma gangraenosum features suggestive of 
other types of allergy (e. g., gumma). Engman and Meleney * consid- 


3. Bargen, J. A., in discussion on Schmidt.2% 

4. Meleney, F. L.: Hemolytic Streptococcus Gangrene, Arch. Surg. 9:317 
(Sept.) 1924. 

5. Goeckerman, W. H., in discussion on Lane and Stroud.2@ 

6. Goldman, L., in discussion on Weiss, Grollman and Cohen.24 

7. Engman, M. F., Jr., and Meleney, H. E.: Amebiasis Cutis (Entamoeba 
Histolytica), Arch. Dermat. & Syph. 24:1 (July) 1931. 
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e:ed their cases, presented under the title of amebiasis cutis, to be similar 

those of pyoderma gangraenosum even though there was surgical 
trauma in each of their patients and even though Endamoeba histolytica 

is demonstrated in the visceral and cutaneous lesions in both cases. 
ln a case reported by Guy ® there were gangrenous ulcerations of the 
kin associated with the acute onset of bloody diarrhea. Here nocardia 
was found to be the etiologic agent. In view of all the varying reports 
and ideas it seems more reasonable to regard pyoderma gangraenosum 
as a symptom complex wherein there is underlying constitutional debility 
and wherein a variety of infectious agents may act as the precipitating 
cause directly or indirectly. 

The treatment of pyoderma gangraenosum is unsatisfactory and in 
general consists of therapy of the underlying constitutional disorder plus 
appropriate local applications. Blood transfusions, the administration of 
serums, vaccines, bacteriophage, arsenic and emetine and a host of local 
agents have been used. As far as can be determined there are no 
reports in the literature concerning the use of sulfanilamide for pyoderma 
gangraenosum. Although the disease is subject to spontaneous remission 
and exacerbation, recovery is exceptional, and in several of the reported 
cases the condition has proved fatal. 

This report is warranted by the relative rarity of reports of cases 
of pyoderma gangraenosum and by the apparent curative effect of 
sulfanilamide in the case described herein. Similar encouraging results 
have been obtained by Collins,? Bannick, Brown and Foster ?? and 
grown, Herrell and Bargen™ in the treatment of chronic ulcerative 


colitis with sulfanilamide and its derivatives. 


REPORT OF CASE 

G. R., a white man aged 31, a steel worker, had been ill since 1932. His illness 
began with the onset of intractable diarrhea accompanied by a long series of 
indolent, recurrent cutaneous ulcers. There was some correlation between the 
number and virulence of the cutaneous lesions and the severity of the diarrhea, 
but this had not been striking. The typical evolution of an ulceration was as 
follows: it began as a small vesicle or pustule which rapidly broke down, leaving 
a deep necrotic area. Surrounding this was a purple-blue halo beyond which 
was a rapidly advancing erythematous border. There was deep undermining; 
8. Guy, W. H., in discussion on Lane and Stroud.22 
9. Collins, E. N.: The Use of Sulfanilamide in the Treatment of Chronic 
Ulcerative Colitis: Preliminary Report of Eleven Cases, Cleveland Clin. Quart. 
5:161, 1938. 

10. Bannick, E. G.; Brown, A. E., and Foster, F. P.: Therapeutic Effective- 
ness and Toxicity of Sulfanilamide and Several Related Compounds: Further 
Clinical Observations, J. A. M. A. 111:770 (Aug. 27) 1938. 

11. Brown, A. E.; Herrell, W. E., and Bargen, J. A.: Neoprontosil (Oral) 
in the Treatment of Chronic Ulcerative Colitis, Proc. Staff Meet., Mayo Clin. 
13:561 (Sept. 7) 1938. 
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sloughing was rapid and extensive, leaving a dirty gray cribriform base. Thx 
was no malodor. Healing occurred in from six days to six weeks, depending « 
the size, site, and extent of a given ulceration, with resultant atrophic, pigmented 
scars of serpiginous outline. The ulcers varied in size, shape, number and location. 
but any part of the body could apparently be affected. Trauma seemed to pr 
dispose a part to the development of ulceration; on several occasions typical 
lesions appeared at the sites of the therapeutic injections. EExacerbations for 
the most part were insidious in onset and usually were unaccompanied with 
constitutional reaction or flare-up in the activity of the colitis. 

The past and family histories were irrelevant. There was no history of 
syphilis or tuberculosis. 

The patient had been hospitalized in various places and for varying periods. 
Occasionally there had been short remissions of from two to six weeks’ duration, 
when the patient was relatively symptom free. For the most part, however, he 
had been bedridden for nearly six years. He was under the constant observation 








lim eed 








Fig. 1—Ulceration of the legs in 1937. Note the depth of the ulcers, the 
undermining, the cribriform base and the atrophic scarring in healed areas. 


of members of the dermatologic staff of the Cincinnati General Hospital from 
1936 to 1938 and during this period had rarely been able to leave his hospital bed. 

Through the years the gamut of diagnostic and therapeutic procedures had 
been run. Repeated physical examinations, except for showing the presence of 
ulcerative colitis, gave negative results. Repeated attempts (including examination 
on a warm stage) to demonstrate Endamoeba histolytica in the lesions of the 
colon and skin had failed. Examination for blastomycetes and other fungi had 
given negative results. Hemolytic streptococci were the predominant organisms in 
the ulcerations of the skin and bowel. There was marked hypochromic anemia. 
All other laboratory tests gave negative results. 

The patient had been subjected to practically every conceivable form of local 
and systemic treatment, including the transfusion of blood, the administration of 
antidysenteric and antistreptococcic serums, arsenic (acetarsone), vaccines, calcium 
and vitamins, and irradiation with ultraviolet and roentgen rays. Various local 
applications had been used. The result of all treatment was unsatisfactory, although 
prolonged rest in bed seemed to exert a beneficial effect on the colitis. By the use 
of occlusive dressings of hard paste of zinc oxide N. F. (Unna’s hard zinc paste) 
on several occasions, dermatitis artefacta was excluded. 
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In April 1938 the patient was readmitted to the Cincinnati General Hospital 
om the Hamilton County Home and Chronic Disease Hospital. At this time 
veral typical large ulcers were present on the back, the right hip and the legs. 
he patient had been having eight to ten liquid bloody stools daily. Proctoscopic 
xamination disclosed a picture typical of chronic ulcerative colitis, and hemolytic 
treptococci, staphylococci and colon bacilli were isolated. The stools contained 

eross and occult blood, but no amebas or ova were present. Cultures of tissue 
irom the cutaneous ulcerations were negative for amebas and fungi but showed 














cena 








Fig. 2—Healing ulceration of the right leg in 1938. 


the presence of hemolytic and nonhemolytic streptococci and colon bacilli. Histo- 
logic examination of various cutaneous lesions showed extensive areas of necrosis 
beneath an acanthotic epidermis. Giant cells and other characteristic pathologic 
changes were absent. No amebas or fungi were present. The arterioles in the 
subcutis showed a marked intimal proliferation. 

Except for anemia, loss of weight and debilitation the results of general 
physical examination were negative. The red blood cell count was 3,100,000 per 
cubic millimeter, and the hemoglobin content, 8 Gm. per hundred cubic centimeters. 
The white blood cell count was 8,800 per cubic millimeter, with a normal dis- 
tribution. Examination of the urine gave negative results, and the Kahn reaction 
of the blood was negative. 
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Sulfanilamide was administered on the patient’s fourteenth day in the hospita 
and approximately 6 to 8 Gm. was given daily until a concentration in the blood . 
11 mg. per hundred cubic centimeters was attained. General supportive measur 
were instituted, and the patient was given an occasional transfusion of blood. At 
various times reactions to sulfanilamide, including fever, cyanosis and purpuri 
eruptions, occurred, and on such occasions it was necessary to discontinue admin 
istration of the drug temporarily. It was always possible to resume the giving 
of sulfanilamide, however, so that a fairly effective concentration of the drug in 








i — 





Fig. 3.—Condition at the time of discharge from the hospital in February 1939. 
Note the extensive scarring and atrophy of the legs from disuse. 


the blood was maintained over a period of several months. During this time the 
healing of the colitis and of the cutaneous ulcerations was gradual rather than 
dramatic, and no new lesions appeared as long as the patient received sulfanilamide. 
It was thought to be significant that on several occasions when the use of the drug 
was stopped new lesions developed. Over a period of three months the disease 
was slowly brought under control; the skin was entirely healed, the colitis 
subsided and the red blood cell count and the hemoglobin content were restored to 
normal. The patient was able to walk for the first time in more than eighteen 
months. He gained weight rapidly and was discharged on Nov. 26, 1938, after 
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vo hundred and thirteen days of hospitalization. At this time proctoscopic 
-amination showed a great deal of healing in the large bowel, although rare 


molytic streptococci were still present in the stool. 
The patient remained in good health and was free of diarrhea and cutaneous 
sions for several months, until he suffered a minor bruise of his right thigh; 


n the site of the trauma a typical serpiginous ulcer developed. There was no 


recurrence of the colitis or anemia. The patient was readmitted to the hospital, 


ind sulfanilamide was again administered (4 Gm. daily) until a concentration of 
The ulcer healed 


12 mg. per hundred cubic centimeters of blood was reached. 
Since that 


within two weeks, and the patient was discharged on Feb. 15, 1939. 
time he has been carefuly observed in the dispensary and given occasional small 
At the time of writing there has been no recurrence 


amounts of sulfanilamide. 
A recent proctoscopic examination 


of the colitis or of the cutaneous lesions. 
showed much scarring but no ulcerations in the large bowel. 


SUMMARY AND CONCLUSIONS 


A patient with pyoderma gangraenosum of six years’ duration was 


successfully treated with sulfanilamide. 

The pertinent literature is reviewed, and the opinion is expressed 
that pyoderma gangraenosum is a symptom complex with which there 
is underlying constitutional debility and various infections may act 
directly or indirectly as the exciting cause. 

Note.—The patient was recently (Feb. 5, 1940) observed and studied. There 
has been no recurrence of any of the symptoms. 


615 Union Central Building. 





QUALITATIVE MEASUREMENTS OF LOW VOLTAGE 
SHOCK-PROOF X-RAY TUBES 


M. C. REINHARD, M.A. 


BUFFALO, N. Y. 


The recent introduction by the manufacturers of low voltage x-ray 
therapy tubes which are both ray proof and shock proof offers the 
roentgenologist or the dermatologist certain advantages, such as safety 
from electrical shock and the ability to treat at shorter distances, and 
opens the field of intracavitary irradiation. On the other hand, there 
is the disadvantage that with such equipment the inherent filtration is 
considerably greater than with the older type of x-ray tubes with thin 
glass walls. 

The question is immediately raised: Can such shock-proof equip- 
ment meet the requirements for therapy with low voltage, unfiltered 
radiation, or, in other words, does the inherent filter in the new tube 
produce a beam which is harder than that usually used for superficial 
therapy? 

It is well known, particularly with mechanical rectification and thin- 
walled x-ray tubes, that the qualitative agreement among various 
machines operating at the same voltage and current and having the same 
filtration is poor. For instance, one generator and tube operating at 
120 kilovolts peak may deliver a “softer” radiation than another com- 
bination operated at 80 kilovolts peak. The use of valves in rectification 
has improved the situation, but there may still be a wide variation 
between two different installations. 

There is, however, the possibility that the values of the new shock- 
proof tube would fall within the extreme qualitative limits of the older 
equipment. Therefore, a study was made of the quality of the x-ray 
beams emitted through thin-walled tubes by approximately twenty 
generators, with rectification either mechanical or by valves. The data 
have been assembled during the past ten years, as a result of calibration 
of various installations for superficial therapy. The generators were 
operated at 70 and 100 kilovolts peak, with no filter or with 1, 2 or 
3 mm. of aluminum. The results of the study are shown in charts 1 
and 2. The quality of the radiation is expressed as effective wave- 
length, and the values for all the machines operated at 70 kilovolts peak 


From the State Institute for the Study of Malignant Diseases, Burton T. 
Simpson, M.D., Director. 
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fall within the shaded area of chart 1. 
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Similarly the shaded area of 


chart 2 represents the qualitative distribution of all generators and tubes 
operated at 100 kilovolts peak. 
It is interesting to note, when comparing chart 1 with chart 2, that 


there is considerable overlapping of the two sets of values. 


In other 


words, as already mentioned, some generators produced rays at 100 
kilovolts peak which were softer than those produced by other machines 


at 70 kilovolts peak. 
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Fig. 1—Quality of rays emitted by various x-ray tubes at 70 kilovolts peak. 


The shaded section shows the range of qualities for twenty x-ray tubes with thin 
glass walls; O, ® and X are the average qualitative values for oil-immersed shock- 


proof x-ray tubes. 


While it is true that the manufacturer gives the equivalent inherent 


filtration for the new equipment, it should be emphasized that equivalence 


is frequently quantitative only and that this inherent filter does not 


necessarily produce the same hardening effect as that produced by the 


same thickness of the metal when used as a filter. 


The average qualita- 


tive values are therefore presented and represent measurements made 


at calibrations of some of the newer shock-proof tubes. 


The calibra- 
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tions were made with the SP 100, SP 140 and the XPT tubes of th: 
General Electric X-Ray Corporation and with the thermax tube of th 
Machlett Laboratories. The effective wavelengths were determined by 
measuring the absorption of rays by 1 mm. of aluminum and are indi 
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Fig. 2.—Quality of rays emitted by various x-ray tubes at 100 kilovolts peak. 
The shaded section shows the range of qualities for twenty x-ray tubes with thin 
glass walls; O, ® and X are the average qualitative values for oil-immersed shock- 
proof x-ray tubes. 


cated on charts 1 and 2 for the same voltages. It is evident that with 
certain of the shock-proof tubes the qualitative expectancy is close to 
the lower (or short wavelength) border of the qualitative expectancy 
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tubes of the older type. In no instance are the values for the new 
es comparable to the average values obtained from the old thin-walled 
es. The values for other shock-proof tubes fall definitely beyond 
short wavelength range of the thin-walled tubes and can be com- 
red only with the filtered radiation of the older type tubes. 

For purposes of comparison, the qualitative data obtained from 
XPT tube operated at 100 kilovolts peak are included in chart 2. 


SUMMARY 


Qualitative measurements of x-rays made with the new shock-proof 


tubes designed for superficial therapy at low voltage are compared with 
the measurements made with twenty installations in which a thin-walled 


<-ray tube was used. 





RETICULUM CELL SARCOMA 


REPORT OF A CASE WITH PRONOUNCED CUTANEOUS 
MANIFESTATIONS 


CL 4. -BENGHAM, M.D. 
AND 
». 5. QUARRIER, M.D. 


HARTFORD, CONN. 


Multiple tumor nodules in the skin have been reported as occurring 
in che course of many malignant diseases. Almost every type of epithe- 
lioma, sarcoma or lymphoma has been known to involve the skin sec- 
ondarily, but only a few types, such as melanoma, leukemia, Hodgkin’s 
disease and cancer of the breast and of the stomach have given wide- 
spread cutaneous metastases. As such cutaneous involvement is 
uncommon, we are reporting a case of reticulum cell sarcoma in which 
the cutaneous manifestations were the outstanding clinical feature. 

In considering the differential diagnosis in the case which follows, 
Recklinghausen’s disease, with countless neurofibromatous nodules 
scattered diffusely over the body, comes first to mind, but the sudden 
onset and the rapidly fatal course exclude this at once. Generalized 
lymphadenopathy is strong presumptive evidence of lymphoma as 
opposed to carcinoma and sarcoma, while a lack of pigmentation is 


against melanoma. A superficial examination serves to exclude all other 


multiple tumors primary in the skin. 


REPORT OF CASE 

History—A 56 year old married American textile worker was well until June 1, 
1937, when he noticed a lump under his jaw. Two weeks later he began to notice 
general malaise, weakness, constipation with ribbon-like stools, swelling of the 
glands in the groin and nodules in the skin. The nodules and glandular swellings 
increased from this time on in number and in size until his death on August 19, 
two and one-half months after their appearance. His course was gradually 
downhill, with increasing weakness, loss of weight, dyspnea and cyanosis. He was 
given a course of high voltage roentgen ray therapy but without change in his 
general condition. Death was the result of respiratory failure with circulatory 
collapse. 

Past History—The patient had been in the Hartford Hospital in September 
1927, ten years before the onset of his present illness. At that time a diagnosis of 
general peritonitis with pelvic abscesses was made, and the patient underwent 
‘three operations. On admission a laparotomy was performed, and several pockets of 


From the departments of Medicine and Pathology of the Hartford Hospital. 
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were drained. The appendix could not be found. An ileostomy was done, 

the opening was kept open for a month. The first attempt at closure was 

uccessful; but a month later the fistulous tract was excised, a piece of calcified 
tissue was extracted and healing occurred. The patient's entire course in the 
hospital was stormy, but he was discharged in good condition. Physical examina- 
tion at that time showed no abnormal lymph glands or cutaneous nodules. On 
admission the leukocyte count was 16,000 per cubic millimeter, with a differential 
count of 91 per cent neutrophils. 

On June 21, 1937, the patient was admitted to the Hartford Hospital for the 
second time, in the surgical service of Dr. Alfred M. Rowley, for removal of a 
cutaneous nodule for biopsy. The man appeared fairly well developed and well 
nourished but chronically ill. The skin over the chest, abdomen and thighs con- 
tained many nodules of varying size up to 2 cm. in diameter. The nodules were 
firm, nontender and intracutaneous but freely movable over the underlying tissues. 
A few were pink, but most showed no discoloration of the overlying skin. The 








> 





Fig. 1—A patient with reticulum cell sarcoma, three days before death. 


eyes, nose and ears were normal. The mouth showed evidence of poor hygiene, 
with dental caries, pyorrhea and an enlarged, red, grossly infected right tonsil 
with purulent exudate at the crypt openings. The cervical, axillary and inguinal 
nodes were enlarged bilaterally. They were firm, slightly tender and partially fixed 
to the underlying tissue. The chest was clear and the heart sounds normal. 
The blood pressure was 138 systolic and 75 diastolic. The abdomen was normal 
except for an old scar in the right lower quadrant and a small incisional hernia. 
The spleen and liver were not felt. The extremities, thyroid gland, breasts, skeleton, 
reflexes, rectum, and genitalia appeared normal. 

Two months later, on August 14 the patient was admitted to the Hartford 
Hospital for the third and last time, this time in the medical service of Dr. Orin 
R. Witter. Emaciation, weakness and dyspnea were pronounced. Many more 
cutaneous nodules had appeared, and they now covered the arms, scalp and face 
(fig. 1). The right tonsil was more inflamed and swollen; lymphadenopathy was 
more pronounced, and signs of gross hydrothorax were present on the right 
side. Examination of the heart revealed a few dropped beats, and the blood pres- 
sure had fallen to 110 systolic and 90 diastolic. The liver was enlarged and 
palpable at the level of the umbilicus, but the spleen was never felt. 
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Laboratory Observations—In June the hemoglobin content was 81 per cent 
(12.6 Gm. per hundred cubic centimeters) ; the red blood cell count was 5,000,000 
and the white count, 13,400 per cubic millimeter, with a differential count of 83 
per cent neutrophils, 14 per cent lymphocytes and 3 per cent monocytes. No 
abnormal cells were found in the blood smear. Two months later and just before 
death the hemoglobin was 82 per cent, and a blood smear showed no abnormality 
other than 87 per cent neutrophils in the differential count. Three urinalyses gaye 
negative results. The Wassermann reaction of the blood was negative. Clear 
yellow pleural fluid (1,500 cc.) removed from the right side of the chest was sterile 
on culture, contained 20 Gm. of protein per liter and had a specific gravity of 
1.014 and a cell count of 1,800 per cubic millimeter, of which 400 cells were white 
blood cells, 27 per cent of these being neutrophils and the remainder monocytes. 
Further examination of the sediment showed no diagnostic tumor cells but a 








Fig. 2.—Section of lung showing extensive peribronchial infiltration. 








few round cells and plasma cells. A culture of material from the right tonsil 
showed a 4 plus mixed flora without Vincent’s bacilli. Roentgenograms of the 
chest three days before death and just after thoracentesis showed signs of 
consolidation at the base of the right lung suggestive of atelectasis with asso- 
ciated fluid. The diagnosis based on the biopsy of a cutaneous tumor was reticulum 
cell sarcoma of the skin. 

Observations at Autopsy.—The skin of the face, neck, chest, abdomen, back, 
arms and to a lesser extent thighs was studded with firm elevated nodules varying 
up to 3 cm. in size. The nodules were skin colored, red or nonpigmented, and 
the overlying epidermis was tensely stretched, giving a glistening appearance. Cut 
sections of the nodules showed firm grayish white tissue covered by a thin layer 
of epidermis, suggesting an intracutaneous position. The cervical, axillary and 
inguinal lymph glands were decidedly enlarged, some measuring 6 cm. in diameter. 

On the visceral pericardium were several tumor nodules measuring 1 cm. 
There was 1,500 cc. of slightly bloody fluid in the right pleural cavity and 200 ce. 





BINGH AM-QUARRIER—RETICULUM CELL SARCOMA 


he left. On the pleural surfaces of both lungs, more so on the right, were 
ral firm tumor nodules measuring 1 cm. The bronchial mucosa appeared 
isely thickened but not ulcerated or nodular. Even the tertiary branches stood 
from the parenchyma of the lung as rings of white cellular tissue (fig. 2). 
he gastrointestinal tract showed no pathologic changes except for old fibrous 
hesions between the terminal portion of the ileum, the cecum and the abdominal 
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Fig. 3—A, section thrcugh mass of retroperitoneal lymph glands replaced by 


tumor tissue. B, section of spleen with nodule of tumor tissue. C, section of 
kidney showing single nodule of tumor tissue. 
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Fig. 4.—Section through liver showing multiple nodules of tumor tissue, many 
of them appearing black in the photograph due to hemorrhage. 


scar. The appendix was not seen. The spleen weighed 140 Gm., and a cut section 
revealed a 3 cm. white tumor nodule in the mid portion. There was no gross 
hypertrophy of the malpighian corpuscles (fig. 3B). The pancreas showed con- 
siderable compression due to massive enlargement of the adjacent lymph glands. 
The liver weighed 2,800 Gm. The capsule presented a coarsely nodular surface. 
A cut section revealed many tumor nodules throughout the parenchyma (fig. 4), 
some of which were soft and showed hemorrhagic degeneration. The gallbladder 





726 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


contained many small cholesterol stones, and the wall was slightly thickered. 
The ducts were clear. In the cortex of the right adrenal gland was an 8 mm, 
yellowish encapsulated tumor. In the upper pole of the right kidney was a 2 cm, 
white nodule which was not at all encapsulated but faded off gradually into the 
normal parenchyma (fig. 3C). The pancreatic, periportal, aortic and iliac nodes 
showed a massive enlargement and were composed of moderately firm homogeneous 
grayish white tissue, with some areas of interstitial hemorrhage (fig. 3.4). The 
bladder, genitalia, skeleton, bone marrow and brain showed no gross pathologic 
changes. 

Microscopic Observations.—Sections through several of the enlarged lymph 
glands showed a complete absence of the normal follicular arrangement and in its 








Fig. 5—Lymph node showing characteristic type cell (x 320). 


place a homogeneous cellular tissue composed of anaplastic cells, with large 


vesicular nuclei and a small, often indefinite, amount of eosinophilic cytoplasm. 


In general, the nuclei had an oval shape; however, crescentic, lobulated and even 
multiple forms were not uncommon, and some of the latter suggested Sternberg- 
Reed cells (fig. 5). The nucleoli were inconspicuous. Mitosis occurred frequently ; 
there were often as many as ten to fifteen dividing cells in a high power field. 
Little stroma was present, capsular infiltration was slight, and eosinophils and 
lymphocytes were scarce, but necrosis of the infarction type was rather pronounced. 

The cutaneous nodules were composed of similar neoplastic cells, which lay in 
masses in the corium and were covered with a thin layer of squamous epithelium. 
The nodules were not encapsulated but invaded the subcutaneous and muscle 
tissues in places. The pericardial metastases, which in one place had actually 





~ 


BINGH AM-QUARRIER—RETICULUM CELL SARCOMA 727 


invaded the cardiac muscle, had similar cytologic structure. There were numerous 
metastatic nodules throughout the lungs, most of which were on the pleural 
surface but some of which were seen deep in the parenchyma of the lungs sur- 
rounding small lymphatics. Sections through the bronchi revealed a_ striking 
submucosal infiltration with tumor cells (fig. 6). The epithelium was intact and 
showed no hyperplasia. The spleen, liver and kidneys showed similar metastatic 
involvement. The normal marrow of a vertebral body had been largely replaced 
by neoplastic cells. In the right adrenal was a small cortical adenoma. 
Anatomic Diagnoses—The anatomic diagnoses were: (1) reticulum cell sar- 
coma, with involvement of the lymph glands, skin, pericardium, lung, bronchi, 








Fig. 6.—Bronchus showing submucosal tumor infiltration (x 84). 


spleen, liver, kidneys and bone marrow; (2) chronic cholecystitis, with cholelithiasis, 


and (3) cortical adenoma of the adrenal. 


COMMENT 


The condition in the case presented was undoubtedly a lymphoma of 
the sarcomatous type, with diffuse metastases and local invasive ten- 
dencies. The more exact name reticulum cell sarcoma seems justifiable 
in view of the morphologic appearance of the cells, the normal blood 
picture and the lack of many characteristic Hodgkin giant cells. 
Aleukemic reticulosis and Hodgkin’s sarcoma are the only other possible 
diagnoses, and in our opinion they are merely other names for prac- 
tically identical conditions. 
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In line with the work of Jackson and Parker? at the Boston Cit 
Hospital we have used type cell morphology as the basis of differentiat- 


ing members of the lymphoma series. 


SUM MARY 
A case of rapidly fatal reticulum cell sarcoma has been presented 
because of the unusually pronounced cutaneous manifestations. 


751 Asylum Avenue. 


1. Jackson, H., Jr.: Classification and Prognosis of Hodgkin's Disease and 
Allied Disorders, Surg., Gynec. & Obst. 64:465, 1937. 
2. Parker, F., Jr.: Personal communication to the authors. 





CUTANEOUS HYPERSENSITIVITY TO 
TRIETHANOLAMINE 


REPORT OF TWO CASES 


GEORGE H. CURTIS, MD. 
AND 
E. W. NETHERTON, M.D. 
CLEVELAND 


Triethanolamine is extensively used in the manufacture of cosmetics 
and in dermatologic therapy. Maynard’ has pointed out the value of 


its emulsifying and skin-softening properties when used in ointments 
and oily bases to facilitate their removal from hairy surfaces and to 


increase the penetration of medicaments into the skin. Goodman? has 
indicated its extensive use in the manufacture of soap and cosmetic 
cream. Commercial triethanolamine, consisting of 2 to 5 per cent 
monoethanolamine, 11 to 20 per cent diethanolamine and over 80 per 
cent triethanolamine, is as efficacious as triethanolamine of 99 per 
cent purity. 

In view of the wide use of the chemical by manufacturers and its 
increasing use in dermatologic therapy, it is to be expected that some 
cases of cutaneous hypersensitivity of the contact eczematous type will 
occur, although Goodman ** has applied triethanolamine to denuded 
cutaneous surfaces without producing irritating symptoms. Maynard 
and Goodman emphasized the fact that in their experience trieth- 
anolamine has not irritated the skin even in concentrations as high as 
15 per cent. A manufacturer * also stated that the chemical has not been 
known to irritate the skin. In view of these facts and because we have 
been unable to find in the literature any reference to irritation of the 
skin due to triethanolamine, the following 2 cases of cutaneous hyper- 
sensitivity to triethanolamine are reported. 


From the Cleveland Clinic Foundation Hospital. 

1. Maynard, M. T. R.: Triethanolamine: Adjunct to Dermatologic Therapy, 
Arch. Dermat. & Syph. 25:1041-1045 (June) 1932; Triethanolamine: Adjunct to 
Dermatologic Therapy, with Special Reference to Ringworm of the Scalp, ibid. 
34:268-270 (Aug.) 1936. 

2. Goodman, H.: (a) Triethanolamine, Am. Perfumer, May 1936; (b) Cos- 
metic Dermatology, ed. 1, New York, McGraw-Hill Book Company, 1936. 

3. American Carbide and Chemicals Corporation (information given in per- 
sonal communications by Dr. H. F. Smith Jr. and Mr. H. B. McClure). 
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CAsE 1.—A white man aged 45 came to the clinic on May 3, 1937, complaining 
of a dermatitis on the face, neck and upper part of the chest of one week’s duration, 
The dermatitis appeared suddenly with burning and itching. 

The results of general physical and laboratory examinations were normal. 
The skin of the face, the anterior aspect of the neck and the upper part of the 
chest was red and swollen and showed much weeping, crusting and vesiculation. 

A tentative diagnosis of contact dermatitis was made, and careful questioning 
narrowed the possible irritants down to nose drops of metaphen with epinephrine 
(metaephedrine), a hair tonic and a brushless shaving cream. Patch tests with 
the nose drops and the hair tonic gave negative results, while the site of the test 
with the shaving cream showed a strong positive reaction. It was not possible 
to test with the separate ingredients of the shaving cream, but it was found that 
the cream contained triethanolamine. Patch tests with 1 to 1,000, 1 to 1,500 and 
1 to 100 aqueous dilutions of triethanolamine applied some months after the 
dermatitis subsided gave strongly positive results, and, in addition, produced a 
flare-up of the dermatitis on the cutaneous surfaces previously affected. 


Case 2.—A white woman aged 41 came to the clinic on Nov. 4, 1937, com- 
plaining of dandruff and a recurrent dermatitis of nine months’ duration along 
the hair line of the scalp and on the ears. 

The results of general physical and laboratory examinations were essentially 
normal. The scalp showed a moderate amount of dandruff and typical plaques of 
seborrheic eczema along the hair line. The ears showed typical seborrheic eczema 
and fissures at their bases. 

An ointment consisting of 2 per cent salicylic acid, 4 per cent sulfur precipitate, 
3 per cent resorcinol and 4 per cent triethanolamine in an oxycholesterol-petrolatum 
base was prescribed. At the end of three weeks the scalp was free of the dandruff 
and dermatitis, but the ears showed some scaling, and a small fissure behind one 
ear still remained. The patient complained of a slight itching in the ears. A 
lotion was substituted in place of the ointment for the scalp, while the ointment 
was applied to the ears. Two days later she returned with a marked eczematous 
dermatitis on the face, including the eyelids, and on the ears, neck and upper 
part of the chest and arms. The scalp showed no dermatitis. 

After the dermatitis subsided, patch tests with the ingredients of the ointment 
were applied. The sites tested with salicylic acid and sulfur showed no reaction, 
while the sites tested with 1 to 200 and 1 to 100 dilutions each of triethanolamine 
and resorcinol gave strongly positive reactions. The patient refused to allow 
further studies to be made, but after the dermatitis subsided she continued to use 
salicylic acid and sulfur in ointment: form with satisfactory results. 


In the first case, although it was not possible to test the separate 
ingredients of the shaving cream, the facts that the cream contained 
triethanolamine and that patch tests with dilute solutions of the chem- 
ical produced strong positive reactions and a flare-up of the dermatitis 
on previously affected cutaneous surfaces seem to be sufficient proof 
that triethanolamine caused the dermatitis. In the second case it was 
not possible to make more detailed studies in order to determine what 
part triethanolamine played in producing the dermatitis. However, the 
sites of the patch tests with 1 to 200 and 1 to 100 dilutions of the 
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chemical showed strong eczematous reactions, which in themselves 
are sufficient proof that the patient’s skin became hypersensitive to 


triethanolamine. 
Since the discovery of these 2 cases we have made one hundred 
patch tests to date on as many persons and have not obtained a positive 


Patch Tests * with Various Dilutions of Triethanolamine 








Number of Number of 
Tests Dilution Reactions 
1:100 (1 per cent) 0 
1:20 (5 per cent) 0 
1:10 (10 per cent) 0 
Undiluted Ot 





* The materials for testing were applied for forty-eight hours, and the skin was observed 
for ninety-six hours. 

+ Two test sites showed a number of pinhead-sized erythematous papules which disappeared 
in a few days, leaving a slight shiny wrinkled scale, such as is seem when dilute soap or sodium 
and potassium hydroxide solutions are applied to the skin. These test sites were not con- 
sidered positive. 


reaction (table). Thus, if some reliance can be placed on this small 
number of tests and on the experience of Maynard and Goodman, it 


is safe to assume that cutaneous hypersensitivity to triethanolamine 
is rare. 





GENERALIZED TRICHOPHYTON PURPUREUM 
INFECTION SIMULATING DERMATITIS 
HERPETIFORMIS 


REPORT OF A CASE 


JESSE A. TOLMACH, M.D. 
AND 
JOEL SCHWEIG, M.D. 
NEW YORK 


We have recently observed a case of unusual and extensive infection 
of the skin due to Trichophyton purpureum. Until the causation was 


conclusively proved, dermatitis herpetiformis was considered a most 
probable diagnosis by a number of competent observers. 


REPORT OF CASE 

History.—A. F., a Jew aged 38, was born in Hungary and had been in the 
United States about fifteen months. He was a traveling dry goods salesman, was 
married and had two children. No other member of his family was known to 
have had any cutaneous eruption. He was enjoying good health until his present 
illness. In 1938 he underwent a tonsillectomy. He has had bleeding hemorrhoids 
for the past two or three years. 

His present illness began in 1934, while he was traveling and sleeping in 
unsanitary surroundings. The eruption first appeared on his thighs and_ back 
and then spread to other parts of his body. He was under constant medical care 
abroad and in the United States without ever getting well. In 1937 he was 
hospitalized in Vienna, Austria, where treatment was given with roentgen and ultra- 
violet radiation, lotions, pastes and vaccines. All these remedies gave only 
temporary relief. His chief complaint was the unbearable itching, which could 
be relieved only by severe excoriations with his nails or with a sharp instrument. 
He did not take laxatives, headache powders or any other drugs. During his illness, 
which has lasted about six years, there has never been a period of more than 
two weeks of complete freedom from the eruption. 

Physical Examination—The patient was a well proportioned and well built, 
slightly obese man. Except for his cutaneous lesions and several lipomas on 
his arms and hips, nothing abnormal was found. 

The dermatosis involved almost two thirds of the entire integument. The only 
unaffected areas have been the face with the exception of the forehead, the flexor 


From the Department of Dermatology and Syphilology, Beth Israel Hospital, 
service of Dr. Oscar L. Levin. 

The case was presented in May 1939 before the Section of Dermatology 
and Syphilis of the New York Academy of Medicine (Arcu. Dermat. & SyPH. 
40:1057 (Dec.) 1939. 
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faces of the arms, the flanks, the hands and the lumbar region. ‘The mucous 
mbrane of the mouth was also unaffected. The affected areas presented large 
dull red patches with sharply marginated borders. The marginal lesions were 
made up of papules and vesicles, most of them excoriated and arranged in a 
serpiginous line producing bizarre figures. There were also scattered groups of 
papulovesicular lesions within the patches. The occasional scaling present was 
fine, thin and adherent to the underlying skin. The removal of the scales caused 
. slight amount of bleeding. The lesions in the armpits and groins and on the 
toes were macerated and moist and gave off an offensive odor. The nails of the 
hands and feet were free. None of the patches showed a tendency to clearing in 
the center, the only difference between the central and the marginal lesions being 
in the degree of induration. The itching was intense, and the patient constantly 
scratched himself. During the period of observation, which extended over eleven 
months, the clinical picture changed almost kaleidoscopically. Large patches would 
break up into small groups or clusters made up of excoriated papular and papulo- 
vesicular lesions. Previously affected areas would clear temporarily, and new 


regions would be invaded. The changes were accompanied by the most intense 
and intolerable itching. 

Laboratory Observations —The Wassermann reaction was negative. Urinalysis 
gave negative results. The blood count revealed no abnormality. Repeated examina- 
tions of the scales from the lesions on the abdomen, axillas, back, groins and 
forehead revealed the presence of fungi. Cultures from these areas showed T. 
purpureum. Trichophytin tests with dilutions of 1 to 10 and 1 to 30 were negative 
aiter forty-eight hours, as was the oidiomycin test. 

The histologic examination showed a simple inflammatory process involving 
the upper part of the cutis and the epidermis. 

The patient responded favorably to applications of fungicidal preparations, 
such as compound ointment of benzoic acid N. F. (Whitfield’s ointment) and dilute 
tincture of iodine. Recurrences appeared soon after discontinuance of the medi- 
cation. 

COMMENT 


Cases of extensive involvement of the cutaneous surface as a result 
of T. purpureum infection have been reported, but they are uncommon. 
Payenneville and Rivalier* studied a case of an extensive and bizarre 
infection with Trichophyton rubrum. The latter organism is the same 
as T. purpureum. Bang? described T. purpureum infection involving 
the arms and the abdomen. Recently Lewis, Montgomery and Hopper ® 
made a valuable contribution to the knowledge of cutaneous manifesta- 
tions of infection with T. purpureum. They observed in 3 instances 


1. Payenneville, J., and Rivalier, E.: Un cas d’épidermophytie exotique, Ann. 
de dermat. et syph. 8:378 (May) 1937. 

2. Bang, H.: Sur une trichophytie cutanée 4 grands cercles, causée par un 
dermatophyte nouveau (Trichophyton purpureum Bang), Ann. de dermat. et syph. 
1:225 (May) 1910. 

3. Lewis, G. M.; Montgomery, R. M., and Hopper, M. E.: Cutaneous Mani- 
festations of Trichophyton Purpureum (Bang), Arch. Dermat. & Syph. 37:823 
(May) 1938, 
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eruptions involving large areas of the skin of the trunk. They further 
stated that the various clinical manifestations may simulate psoriasis, 
arsenical keratosis, neurodermatitis, eczema, sycosis vulgaris and 
erythema annulare centrifugum (Darier). 

In referring to T. purpureum infections of the glabrous skin, Lewis, 
Montgomery and Hopper stated that there is rarely any noticeable 
vesiculation. In our case, vesiculation was an obvious feature of the 











Fig. 1.—Distribution of the eruption. Note the clusters of vesicular lesions 
above and below the operative scar and on the thigh. 


eruption when the patient was first observed by us. Subsequently, only 
occasional vesiculation was noted. 

The presence of vesicular and papulovesicular lesions, the distri- 
bution of the eruption, the chronicity and the intense itching in this 
case gave a distinct impression of dermatitis herpetiformis (figs. 1 and 
2). In fact, this diagnosis was made by a number of competent derma- 
tologists before the mycologic studies were completed. 
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The possibility of the eruption’s being an extensive eczematous 
dermatophytid as a consequence of tinea cruris was ruled out by the 
finding of T. purpureum in all the affected parts. Further evidence 
against the possibility of diagnosing the condition in this case as a 
dermatophytid lay in the presence of negative trichophytin reactions 
after forty-eight hours. Negative or only slightly positive reactions to 
trichophytin are the rule in T. purpureum infections. 














Fig. 2—Distribution of the eruption. The area surrounding the umbilicus 
cleared after applications of compound ointment of benzoic acid N. F. Note the 
tendency toward grouping. The palms show no evidence of the eruption. 


SUMMARY 


An extensive and bizarre infection with T. purpureum is reported. 


Its appearance closely resembled that of dermatitis herpetiformis. The 


value of careful mycologic investigation is obvious. 


30 West Fifty-Ninth Street. 
47 East Sixty-First Street. 





Clinical Notes 


USE OF UREA (CARBAMIDE) IN TREATMENT 
OF WARTS (VERRUCA VULGARIS) 


Eaton M. MacKay, M.D., La Joira, CALIF. 


The observation that strong aqueous solutions of urea (carbamide) possess 
considerable virucidal power in so far as the agents responsible for rabies and 
poliomyelitis are concerned! led me to examine the possibility that they might 
be useful in the treatment of common warts (verruca vulgaris). These lesions 
may be transmitted by a sterile filtrate of wart material and are presumably 
due to a filtrable virus.2 When attempting to make virus vaccines with the aid 
of urea,1 I observed that urea “solutions” of human warts would not transmit 
the lesions to the Macacus rhesus monkey, while saline extracts frequently did 
so. With first hand knowledge of how harmless urea is to normal tissues,? I 
had no hesitancy in trying it on warts in human beings. 

The results of urea treatment of warts have been good and warrant a more 
extensive trial of this therapeutic agent. A sterile 50 per cent solution of urea 4 
was used. From 0.1 to 0.3 cc. was injected intracutaneously at the site of each 
growth, an attempt being made to get at the base of the wart but not far beneath 
it. In every one of the first 6 patients (nineteen warts) the growths were effectively 
and permanently removed, leaving practically no scar. From five to eighteen days 
was required for all evidence of the lesions to disappear. A number of colleagues 
then tried out the method, and results on a total of 16 patients were only about 
50 per cent successful. Numerous growths required a second injection, and some 
appeared to be completely resistant. The exact site of injection may prove to be 
important. When the warts are numerous they appear to be more resistant than 
when only one or a few growths are present. No plantar warts were treated. I 
have recently treated 4 more patients, with good results except in 1, who had 
about twelve lesions on both hands. None of the warts were affected by the 
urea treatment. 

I have noted elsewhere * the occasional painful effect of strong solutions of 
urea in open wounds. The injection of the urea solution always led to some dis- 
comfort, but only rarely was the pain of any consequence. The pain was most 
severe in the treatment of warts at the nail edge, where the tissue is always 


From the Scripps Metabolic Clinic. 

1. MacKay, E. M., and Schroeder, C. R.: Proc. Soc. Exper. Biol. & Med. 
35:74, 1936. 

2. Wile, U. J., and Kingery, L. B.: The Etiology of Common Warts, J. A. 
M. A. 73:970 (Sept. 27) 1919. 

3. Holder, H. G., and MacKay, E. M.: The Use of Urea in the Treat- 
ment of Infected Wounds, J. A. M. A. 108:1167 (April 3) 1937; Ann. Surg. 
110:94, 1939. 

4. The Cutter Laboratories, Berkeley, Calif. prepared the urea solution and 
supplied it to me in small vials. 
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nsitive. Menkin® has found that concentrated urea may be an inflammatory 

irritant, which apparently accounts for the discomfort it sometimes produces. 
is hard to believe that the irritation produced in human tissues is comparable 
that observed by Menkin in the delicate tissues of the rabbit. Certainly 
the effect on the surfaces of wounds? is not of this severe character. 

After making my first trials I learned that Pietzsch® had used a practically 
identical treatment for the removal of warts from horses. His results were 
excellent, and it is odd that the treatment has never been repeated in human 
beings before this. Pietzsch7 was prompted to try urea on warts in horses 
because of the hyperkeratosis in the lesions and the work of Stoeltzner® and 
Stoye.2 The latter observed that strong solutions of urea had a powerful soft- 
ening effect on collagen and suggested the use of such solutions for softening 
or removing scar and binding tissues. The decided inflammatory irritating action 
of strong urea on rabbit tissues, as described by Menkin,®> must also be considered 
in connection with the method by which urea removes warts. 

In attributing any specific mechanism to urea one must not forget that common 
warts differ tremendously in the difficulty of removal. Some disappear spon- 
taneously or are removed by any of a variety of agents, and others resist almost 
all treatment. Whatever the mechanism involved in the removal of warts by urea, 
it is a therapeutic agent which appears to possess certain advantages over the 
usual escharotic agents and is worthy of an extended trial. 


SUMMARY 


A sterile solution of 50 per cent urea has been found useful for removing warts, 
when injected at their base in amounts of 0.1 to 0.2 cc. Some lesions resist this 
treatment, but most of them rapidly disappear. Urea therapy was tried because 
strong solutions of urea are virucidal, but it is uncertain that this virucidal action 
is the mechanism involved in the removal of warts. 


476 Prospect Street. 


5. Menkin, V.: J. Exper. Med. 56:157, 1932. 

6. Pietzsch, Z.: Ztschr. f. Veterinark. 39:382, 1927. 

7. J. L. Berliner, of the ammonia department of E. I. du Pont de Nemours 
& Company, brought the work of Pietzsch to my attention. 

8. Stoeltzner, W.: Miinchen. med. Wchnschr. 72:2133, 1925. 

9. Stoye, W.: Miinchen. med. Wchnschr. 72:2135, 1925. 





Abstracts from Current Literature 


Ep1tEep By Dr. HERBERT RATTNER 


Biastomycosis. D. B. Martin and D. T. Smitn, Am. Rev. Tuberc. 39:488, 1939. 


American blastomycosis is a distinct clinical entity, caused specifically by 
Blastomyces dermatitidis. Two types of infection caused by this fungus are recog- 
nized clinically: (a) cutaneous blastomycosis, a chronic or subacute ulcerating 
process, usually responding to treatment with iodides or radiation, and (b) sys- 
temic blastomycosis, a highly fatal disease, characterized by pulmonary infection 
and widespread distribution of lesions. The disease is more common in males. 
The serum of heavily infected patients discloses the presence of antibodies. In 
some patients a condition of hypersensitiveness to the fungus develops, which 
diminishes in the terminal stages of the disease. The degree of hypersensitiveness 
can be estimated by cutaneous tests and is materially reduced by repeated injec- 
tions of minute doses of heat-killed vaccine. In some cases potassium iodide is 
curative, but it is a dangerous drug to administer to patients allergic to the fungus. 
In systemic blastomycosis icdide therapy should be started only after the state of 
hypersensitiveness has been excluded by cutaneous test or artificially reduced by 
therapeutic injections of vaccine. 


Ora TusBercuLosis. J. C. Bryant, Am. Rev. Tuberc. 39:738, 1939. 
Tuberculous involvement of the oral cavity is comparatively rare; only 17 cases 

have been detected in some 7,000 cases of far advanced tuberculosis over a period 

of eighteen years. Tuberculous lesions of the tongue frequently follow mechanical 


irritation from the sharp edges of decayed and abraded teeth, broken fillings, gold 
inlays or crowns, or broken artificial teeth. The constant irritation and bathing of 
the oral tissues by the salivary and mucous secretions render the oral tissues highly 
resistant to tuberculous infection. Tuberculosis of the oral cavity is a secondary 
manifestation of a far aivanced pulmonary condition with an unfavorable prognosis. 
When the prognosis is favorable, tuberculous lesions are seldom formed in tooth 
sockets after extractions, despite the presence of sputum heavily laden with the 
bacilli. H. J. Corper. [Arcu. Patu.] 


THE BACTERIOLOGY OF NorMAL SKIN: A New QUANTITATIVE TEST APPLIED TO A 
Stupy OF THE BACTERIAL FLORA AND THE DISINFECTANT ACTION OF 
MECHANICAL CLEANSING. P. B. Price, J. Infect. Dis. 63:301, 1938. 


Price utilized the method of washing the hands in a series of basins of water. 
By plating and culturing measured specimens of water, counting the colonies and 
multiplying by the total volume of water, the exact number of bacteria removed 
from the hands could be calculated. Scrubbings were done for the same length of 
time and in a uniform manner. Cumulative totals of organisms in the basins when 
plotted against time form a regular logarithmic curve which can be projected 
mathematically to zero. By studying data obtained in this manner the author came 
to the conclusion that cutaneous bacteria are of two sorts, “transients” and “resi- 
dents.” Transients, acquired mainly by contact, vary greatly in both number and 
kind. They may be abundant on exposed skin and under the nails but are relatively 
scarce on clean unexposed skin. 

He stated the belief that resident bacteria form a comparatively stable flora. 
Forces increasing (chiefly by multiplication in situ) and decreasing their number 
tend to reach an equilibrium. Protected skin has as a rule a somewhat larger 
resident flora than exposed skin. 
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He found that after reduction (e. g., by disinfection), reestablishment of the 
resident flora appears to proceed at a rate represented in general by a sigmoid curve, 
as is true of bacterial growths in cultures. Hands and arms thoroughly disinfected 
may require a week or more for complete reestablishment of the usual flora. Beneath 
clothing the general time is slightly shorter. Under sterile rubber gloves it is much 
shorter, the existing flora increasing rapidly, until it may exceed by far the ordinary 


flora. 

Transient bacteria lie free on the surface or are loosely attached along with the 
dirt by fats; hence they are removed or killed with comparative ease. Resident 
organisms are more firmly attached and are far more resistant to attack by either 
detergents or germicides. 

The transient flora may contain any number of pathogenic bacteria; the resident 
flora, relatively few as a rule. Certain contaminating organisms, however, seem 
able slowly to change status and become permanent residents of the skin. Con- 
sequently, prolonged or frequent exposure of the skin to contaminations may result in 
a resident flora containing many pathogenic germs. Such skin is not easily dis- 
infected. Hands may thus become chronic carriers of virulent organisms. 

Scrubbing with brush, soap and water removes the transient flora readily but the 
resident flora far more slowly. Scrubbing removes the bacteria from the hands and 
arms at a regular logarithmic rate that is constant, irrespective of the size of the 
original flora. The amount of bacteria is reduced, roughly, by one half each six 
minutes of scrubbing. The largest variable affecting this rate is the amount of vigor 
used in brushing; the sort of soap used and the sterility and temperature of the 
water washed in are less important factors. 


COMPARISON OF INFECTION OF MICE BY MYCELIAL AND YEAST ForMs oF BLASTO- 
Myces DerMatiTipis. R. D. Baker, J. Infect. Dis. 63:324, 1939, 


The author was interested to learn whether equivalent doses of the mycelial 
form of Blastomyces dermatitidis were as infectious as the yeast form. He injected 
both forms of the organism into mice. In his experiments the mycelial form of a 
strain of B. dermatitidis was found to be as effective as the yeast form in causing 
death of mice and in producing extensive lesions in the abdominal cavity and lungs 
when weighed equivalent doses were given intraperitoneally, The aerial growth 
of the mycelial form was as effective as the subsurface growth of the mycelium. 
When examined at the spontaneous death of the animals the lesions always con- 
tained the yeast form even when the mycelial form had been injected. 

CorNBLEET, Chicago. 


OBSERVATIONS ON SENSITIVITY TO Porson Ivy. FRANK A. Srmon and Epwarp 
LorspeicH, J. Invest. Dermat. 2:143 (June) 1939. 

Again it is shown that application to the skin of weak dilutions of extract of 
poison ivy does not produce a reaction in all persons. Some of the persons who 
reacted to the cutaneous tests for poison ivy were then given a series of intra- 
muscular injections of the concentrated ivy extract. After this the cutaneous tests 
were repeated, but no change in the reaction was observed. Calamine lotion, 5 per 
cent potassium permanganate and 5 per cent lead acetate were used to treat some 
of the patients with induced poison ivy dermatitis. The evolution of the lesions 
was seemingly unaltered by any of these topical applications. 

Davis, Nashville, Tenn. 


SIGNIFICANCE OF SEX HoRMONES IN TANNING OF THE SKIN OF WoMEN. J. B. 
HAMILTON, Proc. Soc. Exper. Biol. & Med. 40:502 (March) 1939. 
Five women, of whom 2 were at the menopause, 2 had undergone bilateral 
ovariectomy and 1 had undergone hysterectomy, were given either estrone (theelin) 
or testosterone propionate for various intervals. Study of the color of the skin 
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revealed that all 5 women exhibited increased coloration of the skin within a { 
days after receiving the estrogen cr the androgen. 
HANSEN, Minneapolis. [AmM. J. Dis. CHIvp.] 


RETROBULAR NEURITIS WITH PELLAGRA IN NIGERIA. D. F. Moore, J. Trop. 
Med. 42:109 (April 15) 1939. 
Moore discusses a syndrome that occurs extensively in southern Nigeria. [t 
consists of perléche, soreness of the tongue and genitalia and retrobulbar neuritis 
associated with optic atrophy. The condition has responded dramatically to treat- 
ment with autoclaved yeast products and so is believed to be pellagrous. It jis 
believed that gari, a dried, parched manioc food, plays an important part in its 
incidence. The facts in support of pellagra as the cause of the syndrome in southern 
Nigeria are that: (1) throughout the palm oil belt there is an abundance of cheap 
edible oil, (2) no single case of xerophthalmia has been seen in southern Nigeria, 
(3) there is a great relative shortage of animal and fish protein in southern Nigeria 
(it is in these areas, or under conditions that permit this shortage, that this syn- 
drome is found) and (4) when gari is eaten to excess in the absence of the protein 
protective foods it is shown to have an almost constant relation to the incidence 
of this syndrome. Gari bears a strong suggestive resemblance to “spoiled maize.” 
A nutritional policy for Nigeria based on the recommendaticns of the League of 
Nations Health Committee (1937) is required to include particularly the develop- 
ment of local food sources and when possible to abolish by replacement both gari 
and stockfish as dietary essentials of the people. J. A. M.A. 


THE ROLE OF THE SYMPATHETIC NERVOUS SYSTEM IN REACTIONS TO ARSENICAL 
CHEMOTHERAPY. A. TZANCK and Lew, Bull. Soc. frang. de dermat. et syph. 
46:751 (May) 1939. 

The authors devote approximately 50 pages to a detailed consideration of the 
subject. They emphasize the fact that the study of the sympathetic nervous 
system in relation to arsenical therapy is extremely difficult. The functional 
exploration cf the sympathetic nervous system is delicate, and the results obtained 
by methods of study are not beyond criticism. This is especially true in studies of 
arsenical reactions, since these reactions are so variable. 

The authors mention briefly tests of the various reflexes and pharmacodynamic 
tests employing epinephrine, atropine and pilocarpine, stating that unfortunately 
such tests do not determine the condition of the terminal nerves and that the 
results with regard to the higher centers are sometimes paradoxic or contradictory. 
On the other hand, such tests carefully performed and frequently repeated have 
given information cf real value in anaphylactic shock and infectious diseases. 

Tzanck and Lewi believe that the vegetative nervous system is related to 
arsenical reactions in three ways: 

1. In certain cases it can exert an influence during the course of sensitization 
of an organism to the drug. The autonomic system in these cases seems to inter- 
vene in a latent way during the period of incubation which separates the beginning 
of the sensitizaticn and the appearance of the reactions. 

2. In other cases, the clinical aspect or evolution of the reactions suggests a 
direct shock to the sympathetic nervous system. These cases are characterized by 
the rapid appearance of the condition and the response in some instances to drugs 
which influence the nervous system (nitritoid crisis). 

3. Finally, in certain cases the intervention of the sympathetic nervous system 
is manifested at the same time as the reaction itself, rather than during the 
incubation period. Erythema of the ninth day is cited as an example of this type 
of. reaction. 
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[he authors draw the following conclusions: 

. Purely toxic reactions following arsenical chemotherapy are not influenced in 

- genesis by the sympathetic nervous system. These accidents occur after too 

» doses of the drug have been received. 

. “Infectious” reactions (biotropism) may be influenced to a certain extent by 

sympathetic nervous system. 

3. Most reactions following arsenotherapy seem to be due to individual intol- 
erance. It is this group which is most strongly influenced by the sympathetic 
nervous system. 

The nitritoid crisis and the more common arsenical shock are thought to be 
related to a certain extent to the sympathetic nervous system. Authentic nitritoid 
crises could not be produced in experimental animals. 

Tzanck and Lewi believe that the rapid onset and sudden involution of the 
slightly delayed reactions, such as fever of the ninth day, various fleeting eruptions 
and meningeal reactions, suggest a disturbance of the nervous regulation as well 
as actual disturbance of the parenchyma of the various organs affected. 

The authors are of the opinion that in the late arsenical reactions, such as 
erythroderma, the role of the vegetative nervous system is secondary to actual 
hypersensitiveness of the tissues, although the sympathetic nervous system prob- 
ably exercises some influence on the genesis of this hypersensitiveness. 

In general, just as the reactions following chemotherapy vary among them- 
selves so vary the types of influence exercised by the sympathetic nervous system 
(functional role, dystrophic role and reactional role). Laymon, Minneapolis. 


DERMATOSTOMATITIS. H, HULtstrunG, Dermat. Wchnschr. 107:1041 (Aug. 27) 
1938. 


Hiillstrung describes a man aged 51 who had ulcerative stomatitis and super- 
ficial ulcers on the inner surface of one thigh and on the scrotum. Several bullae 
were noted in the left inguinal fold. The condition cleared in about four weeks 
with symptomatic treatment. In less than two months it recurred, more severe 
than the first attack, and cleared in about six weeks. The author concludes that 
the condition is a disease sui generis rather than a variety of erythema multi- 
forme, chiefly on account of the localization and the fact that it occurred in a 
patient past middle age. 


HISTAMINE-LIKE EFFECT OF IRRADIATED OR INFLAMMATORY SKIN. FRIEDRICH 
Voss, Dermat. Wchnschr. 107:1115 (Sept. 17) 1938. 


The author observed that roentgen ray irradiation of the rat caused an increase 
in the gastric acidity and if continued a decrease to anacidity. Repeated injec- 
tions of histamine produced the same effect. Voss had previously found normal 
gastric acidity in cases of localized dermatoses, while in the early stages of exten- 
sive eruptions hyperacidity was the rule, which changed to hypoacidity if the 
eruption became chronic. He concludes that irradiation or other means of causing 
inflammatory reactions in the skin produce histamine, and the changes in the gastric 
secretion are a histamine effect. 


THE DIAGNOSIS OF SYPHILIS FROM A SINGLE Drop oF BLOOD BY THE CHEDIAK- 
DAHR METHOD. MarIA GRAHNER and MARGARETE BERTRAM, Dermat. Wchn- 
schr. 107:1119 (Sept. 17) 1938. 


The authors describe the Dahr modification of the Chediak test, which they 
used in testing 400 serums. With blcod of patients with primary and latent 
syphilis the test was more sensitive than the other standard tests, while in patients 
in other stages of the disease the results were comparable. One false positive 
reaction occurred, and 3 reactions were doubtful. 
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AUTOHEMOTHERAPY FOR ACANTHOSIS RuBRA LICHENOIDES. ANTONIO RisI, Der 
mat. Wchnschr. 107:1142 (Sept. 24) 1938. 


The author describes the case of a woman aged 28 in whom had developed a 
symmetric eruption involving the axillas, vulva and nipples fifteen years previously. 
The eruption was made up of erythematous smal! lichenoid papules and was 
severely pruritic. Microscopic examination of tissue showed hyperplasia of the 
epidermis, polymorphonuclear leukocyte infiltrate and dilatation of the sweat glands. 
The erupticn and pruritus were resistant to all forms of treatment previously 
tried. Risi named the condition acanthosis rubra lichenoides. It responded to a 
series of thirty intramuscular injections of the patient’s own blood. (Photographs, 
clinical description and pathologic description suggest Fox-Fordyce disease. 
Abstracter. ) 


AUTOHEMOTHERAPY FOR ACANTHOSIS RuBRA LICHENOIDES. D1AGNostIc CoMMENTS 
ON THE ARTICLE BY ANTONIO Rist (Dermat. Wchnschr. 107:1142 [Aug. 27] 
1938). Sepp TAPPEINER, Dermat. Wchnschr. 107:1487 (Dec. 17) 1938. 


Tappeiner briefly reviews Risi’s article and concludes that the condition 
described was an example of Fox-Fordyce disease. 


PATHOLOGY OF UNILATERAL HYPERHIDROSIS OF THE FACE OF CENTRAL ORIGIN. 
LapisLAus VAmos, Dermat. Wchnschr. 107:1147 (Sept. 24) 1938. 


Vamos studied a man aged 36 who presented severe hyperhidrosis of the left 
side of his face and neck. He had had influenza nineteen years before, followed 
by encephalitis, during the course of which he had difficulty resisting sleep. After 
that he noticed that the left half of his face perspired unusually when exposed 
to heat. Ten years later, after a mental upset due to household difficulties, the 
severity of the condition increased. The disease is ascribed to a partial lesion of 
the parasympathetic center due to damage of the thalamus from the encephalitis. 


EXPERIMENTAL RESEARCH INTO THE CURATIVE EFFECT OF PHYSICALLY INDUCED 
HyYPERTHERMY. A. BESSEMANS, Dermat. Wchnschr. 107:1161 (Oct. 1) 1938. 


The author reports the effect of various methods of local and generalized appli- 
cation cf heat in the treatment of syphilis in laboratory animals and in human 
beings. He concludes that the important factors are sufficient heat and its appli- 
cation for sufficient time. The first effect of the increased temperature is a decrease 
in virulence of the organisms, followed by a decrease in motility and finally by 
their disappearance. 


TREATMENT OF PEMPHIGUS WITH LIVER PREPARATIONS. RotF Kyser, Dermat. 
Wehnschr. 107:1170 (Oct. 1). 1938. 


Kyser reports briefly on 4 patients with pemphigus who were treated with 
liver extract. One died of circulatory failure at the age of 88. The other 3 have 
been without recurrence of the disease for from six to twenty-four months. Four 
cases in which treatment was successful were found in the literature. 


MEASURABLE PHYSICOCHEMICAL CHANGES IN HAIR AS THE RESULT OF THERA- 
PEUTIC AND COSMETIC APPLICATIONS. ALFRED MARCHIONINI and LIESELOTTE 
DRAESEKE, Dermat. Wchnschr. 107:1201 (Oct. 8) 1938. 


By means of the apparatus devised by Marchionini and Aretz the extensibility 
and fragility of hair exposed to various therapeutic and ccsmetic substances were 
tested. It was found that acid applications, such as salicylic acid preparations 
and henna solutions, had but little effect, while alkaline substances, such as thera- 
peutic soap shampoos, bleaches and permanent waving, altered the keratin sub- 
stance to decrease the elasticity of the hair and increase the tendency to break. 
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TEMPERATURE MEASUREMENTS IN THE NEIGHBORHOOD OF ACROCYANOSIS AND 
Lupus Vutearis. Hettmut Hecut, Dermat. Wehnschr. 107:1221 (Oct. 
15) 1938. 

The author describes a sensitive thermoelement, by which it is possible to 
measure the temperature of a small area of skin. In 4 patients with acrocyanosis 
the temperature of the skin of the hands and nearby areas was low, approaching 
that of the air (20 to 21 C.). After immersion of the hands in cold water (18 C.) 
for five minutes there was a decrease in temperature lasting twenty minutes, indi- 
cating arterial spasm. Measurements in the immediate neighborhood of lesions of 
lupus vulgaris showed lower figures than those of the other portions of the skip. 


XANTHOMA MOLLUSCIFORME ET GENERALISATUM IN AN INFANT.  DESIDER 

STEIGER-KAzAL, Dermat. Wehnschr. 107:1230 (Oct. 15) 1938. 

An infant 19 months old presented a generalized nodular eruption, in which 
the lesions were pink, and an umbilication suggestive of molluscum contagiosum. 
The lesions had been present at least three months, and the history suggested that a 
few had been present since birth. The scalp and buccal mucosa were involved. 
Microscopic examination showed the pathologic picture of xanthoma. The sugar 
content of the blood was normal, and the cholesterol content was somewhat low. 


Tue First CASE OF ANGIOKERATOMA CorporIS DIFFUSUM IN JAPAN. YOSHIO 

TaGuculi, Dermat. Wchnschr. 107:1281 (Oct. 29) 1938. 

Taguchi’s patient was a 27 year old man who had first noticed the develop- 
ment of red spots around his knees eleven years before. New lesions had developed 
gradually until they were sparsely scattered on the legs, thighs, arms, forearms 
and trunk. The lesions were warty, dark brown to black and the size of a split 
pea. Microscopic examination of sections showed dilated blood vessels and capil- 
laries, with lacunas and cavernous areas filled with thrombi extending into the 
epidermis. There was also hyperplasia of the sweat glands in the vicinity of 
the lesion. 


A Case oF EryYTHEMA EXSUDATIVUM MULTIFORME GIGANTEUM. PAUL Josst, 
Dermat. Wchnschr. 107:1284 (Oct. 29) 1938. 

Jobst reports on a patient who had typical erythema multiforme of the hands 
and forearms. She presented an immense lesion on each leg, resembling Darier’s 
erythema annulare centrifugum. The course of the disease was that of erythema 
multiforme. 


AMBULATORY SUBOCCIPITAL (CISTERNAL) PuNcTuRE. MICHAEL Kraus, Dermat. 
Wehnschr. 107:1305 (Nov. 5) 1938. 


The author has performed more than a thousand cisternal punctures. He con- 
siders this procedure preferable to lumbar puncture. Obesity, hypertension and 
old age increase the difficulty of the procedure somewhat but are not contra- 
indications. A few nervous anemic patients with increased vasolability fainted, 
but they might also have fainted if intramuscular or intravenous puncture had 
been used. The author prefers the patient in a sitting position for cisternal 
puncture. 


Herpes ZOSTER ANALIS. ANTONIO SPRECHER JR., Dermat. Wehnschr. 107:1376 
(Nov. 19) 1938. 
The author describes a case in which herpes zoster developed in the region of 
the anus and extended onto the left thigh. The third, fourth and fifth sacral 
nerve roots were involved. Taussic, San Francisco. 
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MINNESOTA DERMATOLOGICAL SOCIETY 
E. M. Rusten, M.D., President 
F. W. Lyncu, M.D., Secretary 


Rochester, Sept. 24, 1939 


Presentation of all cases at this meeting was made by Dr. Paul A. O’Leary, Dr. 
Hamilton Montgomery and Dr. Louis A. Brunsting, of Rochester. 


Rosacea-Like Tuberculid of Lewandowsky. 


A married woman aged 34 came to the clinic because of dermatosis of the 
cheeks, which had been present for two and a half years. She also had chronic 
nervous exhaustion. Roentgenologic examination of the thorax and gallbladder 
and analysis of the gastric contents did not disclose any abnormality. The patient 
said that a sister had pulmonary tuberculosis. Treatment for acne rosacea did 
not produce any response. The histologic examination of a specimen obtained 
from the preauricular region was suggestive of rosacea-like tuberculid of 
Lewandowsky. Twenty injections of gold sodium thiosulfate also failed to produce 
any improvement. The result of a tuberculin test with purified protein derivative 
was negative with the weak concentration and positive with the strong. 


DISCUSSION 


Dr. H. E. MicHetson, Minneapolis: I have been much interested for some time 
in patients with lesions of the face the microscopic picture of which made possible 
a diagnosis of some form of tuberculosis. I am not sure whether the term 
“rosacea-like tuberculid” should be used, because it implies that the lesions must 
definitely resemble rosacea and must run the clinical course of a tuberculid. In 
most of the cases in which I have made such a diagnosis the course much more 
resembled that of lupus miliaris disseminatus faciei. I do not believe that the 
tuberculin test is a criterion for diagnosis here, and I want to stress that the time 
for cure or resolution is long. In the patients that I have observed one or two 
years must be anticipated. I have had some good results with injections of a 
gold compound and some disappointments. 


Lupus Vulgaris. 

A man aged 78 has had an eruption on his left arm for seventy-four years. In 
this period the lesion has changed only slightly. The patient had diphtheria thirty 
years before he came to the clinic. Prostatectomy has been performed. He has 
hypertension of moderate degree. There is no evidence of tuberculosis elsewhere 
in the body. On the left arm is a large plaque with peripheral nodules. Diascopic 
examination disclosed an apple jelly hue of the nodules. There is evidence of 
definite activity at the inferior border of the lesion, where numerous satellite apple 
jelly nodules are present. More centrally atrophy, telangiectasia and dry scaling 
are seen. Examination of a specimen of the lesion revealed typical lupus vulgaris. 


DISCUSSION 


Dr. Paut A. O’LeEary, Rochester: The main reason for presenting this case 
is that the eruption has been present for seventy-four years. 
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Dr. H. E. Micuetson, Minneapolis: I should like to ask if any one has had 

success in the excising and grafting of lupus vulgaris. 

Dr. Paut A. O'Leary, Rochester: Our experience in the excising and grafting 
of lupus vulgaris has been unsatisfactory. A young woman had a small plaque 
5 cm. in diameter) of lupus vulgaris of four months’ duration, which seemed an 
ideal type for surgical treatment. The area was widely excised, and a full thick- 
ness skin graft was immediately applied. The graft was successful, but four months 
later the lupus nodules recurred in the scar surrounding the graft and shortly there- 
they invaded not only the graft but the surrounding skin. Excision and 


+ 


alter 


grafting in 2 other patients with lupus vulgaris were equally unsuccessful. 


Group of Cases of Lupus Erythematosus. 


Case 1.—Subacute Disseminate Lupus Erythematosus. 

A woman aged 46 came to the clinic on Sept. 18, 1939, because of dermatitis 
of the face and arthritis. In 1927 the value for the hemoglobin was 56 per cent; 
liver was administered at this time. In 1933 stiffness and pain on motion developed 
in her right shoulder. Her hands became stiff, and generalized arthralgia 
developed. In August 1933 facial “eczema” developed; this lasted throughout the 
following winter. She had a transitory eruption on her face in 1934, lasting a few 
months. In 1936 she had arthritis, which was associated with a temperature of 
104 F. Twelve injections of typhoid vaccine were administered at this time; vaccine 
therapy and massage also have been employed. In March 1939, after frostbite, a 
generalized eruption appeared on her face, which has increased in severity and 
has been aggravated by exposure to sunlight. 

The patient’s teeth and tonsils have been removed. Examination did not reveal 
any evidence of true intra-articular disease. Periarticular thickening was present 
in the proximal and midphalangeal joints, but this was minimal in amount and did 
not interfere with motion. Examination discloses tender regions on the elbows and 
knees and swellings of the synovial membrane. Both shoulders are slightly painful 
on motion, and there is slight interference with dorsiflexion of the wrists. Exam- 
ination of the skin shows changes of the erythema faciei perstans type of lupus 
erythematosus. The patient has no fever. The concentration of hemoglobin was 
12.9 Gm. per hundred cubic centimeters of blood. The erythrocyte count was 
4,100,000 per cubic millimeter, and the leukocyte count, 5,800. A differential leuko- 
cyte count revealed 26 per cent lymphocytes, 10 per cent monocytes, 58 per cent 
neutrophils and 6 per cent eosinophils. The coagulation time of the blood was 
six minutes. Roentgenologic examination of the thorax disclosed pleuritic adhesions 
at the left costophrenic angle. Roentgenograms of the wrists, hands, shoulders, 
elbows and knees do not show any abnormality. The urine was normal. Exam- 
ination of a specimen of the facial lesion revealed the typical picture of subacute 
disseminate lupus erythematosus. 

Case 2—Subacute Disseminate Lupus Erythematosus. 

A married woman aged 32 came to the clinic in May 1939. In the summer of 
1938, after a sunburn, the patient noticed a spotted eruption on her face. The 
condition was diagnosed as lupus erythematosus. Treatment included a variety of 
supportive measures, injections of a bismuth compound and of a gold sodium thio- 
sulfate, fifteen fever treatments with the hypertherm and administration of sulf- 
anilamide. The sulfanilamide produced toxic jaundice. 

Examination at the clinic revealed discrete inflamed plaques, 0.5 to 1 cm. in 
diameter, about the mouth, over the upper part of the chest and back and on the 
left hand and forearm. An extensive sunburn, associated with vesiculation, was 
present on the right forearm, which had been exposed to the sun for fifteen or 
twenty minutes on the day before the patient came to the clinic. Urinalysis dis- 
closed mild albuminuria. The leukocyte count varied from 4,200 to 7,000 per cubic 
millimeter of blood. A differential leukocyte count revealed 35 per cent lympho- 
cytes, 4 per cent monocytes and 61 per cent neutrophils. Roentgenographic exam- 
ination of the teeth showed periapical infection at two sites. Rest in bed and 
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avoidance of exposure to light for three months improved the condition of the skin 
materially. A perirectal abscess which developed in July was treated surgically. 
Two infected teeth were removed on separate occasions, without reaction. Reexam- 
ination of the blood from time to time has revealed persistence of the relative 
lymphocytosis. The patient has had occasional attacks of mild arthralgia in the 
left shoulder. For several weeks before presentation of the case small doses of 
gold sodium thiosulfate have been administered intravenously and have been well 
tolerated. 

Case 3.—Acute Disseminate Lupus Erythematosus. 

A woman aged 27 has an eruption on the eyelids and on the upper part of the 
back and chest, which developed after exposure to sunlight two months before she 
came to the clinic. For two years previously she suffered intermittently from 
polyarthritis and Raynaud’s disease. In the treatment of the arthritis, the tonsils 
and two infected teeth were removed; sulfanilamide was administered but has not 
been well tolerated. 

When the patient was first seen at the clinic she had a fever and was suffering 
from general malaise and polyarthritis. Examination revealed a light red papular 
eruption on the eyelids and an extensive eruption on the upper part of the back 
and chest. Urinalysis disclosed persistent albuminuria, hematuria and hyaline and 
granular casts; the specific gravity of the urine varied from 1.010 to 1.011. The 
concentration of urea varied from 34 to 64 mg. per hundred cubic centimeters of 
blood. The urea clearance was normal. The concentration of total protein was 
5.2 Gm. per hundred cubic centimeters of serum, and the albumin-globulin ratio 
was 1:1.5. The concentration of serum sulfate was 9.7 mg. per hundred cubic 
centimeters, and the value for the creatine was 1.6 mg. per hundred cubic centi- 
meters of blood. The sedimentation rate of the erythrocytes was 130 mm. in one 
hour. The concentration of hemoglobin was 10.2 Gm. per hundred cubic centi- 
meters of blood. The leukocyte count ranged from 3,800 to 7,200 per cubic 
millimeter. A differential blood count did not reveal any abnormality. The fever 
has persisted, and the temperature recently has increased in degree. The diagnosis 
in this case is acute disseminate lupus erythematosus associated with anemia, 
polyarthritis and severe nephrosis. 

Case 4.—Lupus Erythematosus of Scalp; Secondary Folliculitis. 

A white man aged 52 came to the clinic because of an eruption on the scalp 
which has been present for approximately nineteen months. He had consulted a’ 
Canadian dermatologist, who had made a diagnosis of lupus erythematosus. Mod- 
erate improvement followed the administration of a few injections of gold sodium 
thiosulfate, but a pustular perifolliculitis developed at the involved site a few months 
after this treatment was discontinued. The past history disclosed that the patient 
has had “bronchial trouble,” allergic rhinitis and migraine. The lesions are of 
two types: (1) a rather superficial pustular perifolliculitis, which consists of not 
more than a dozen individual lesions situated near the occiput of the scalp, and 
(2) deeply infiltrated and atrophic plaques, which are limited to the “hatband” 
region laterally and posteriorly and are associated with follicular plugging, patulous 
follicles, scaling and telangiectasia. Complete alopecia and atrophy of the skin 
are the only changes noted in some regions. Roentgenologic examination of the 
thorax did not disclose any abnormality. 


DISCUSSION 


Dr. Paut A. O’Leary, Rochester: This group of patients with various mani- 
festations of lupus erythematosus is presented to reemphasize the fact that the 
morphologic features of the disease are multiform and that the systemic features 
may vary from a banal asymptomatic scalp lesion to a severe generalized disease 
that frequently results in death. In this group of cases we have endeavored to 
bring out the point that arthralgia, often of a severe degree, is frequently observed 
in patients with this disease ; in fact, in our experience, in the disseminate form the 
onset is often with pains and swellings in the joints but with no appreciable 
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ntgenographic evidence of osseous changes. The presence of leukopenia in 
sociation with arthralgia and a mild fever should arouse one’s suspicion of the 
possibility of beginning disseminate lupus erythematosus. 

There was evidence of chronic dissemination in the second patient of this group 
in addition to the severe sunburn. She had been given fifteen hypertherm treat- 
ments in addition to sulfanilamide before coming under our care. After this treat- 
ment the patient remained in bed in a dark room for three months, and when she 
returned to the clinic the lesions had become localized, as in discoid lupus erythe- 
matosus. It is difficult to appraise the value of the fever therapy or the other 
measures for this patient. She is now undergoing a course of treatments with a 
gold compound and is showing improvement. 

In contrast, I recently saw a girl in whom disseminated lupus erythematosus 
had started two months previously as severe generalized arthralgia with leuko- 
penia (2,000 white blood cells per cubic millimeter). She received one hypertherm 
fever treatment, which was immediately followed by the appearance of an extensive 
eruption of disseminate lupus erythematosus and all its systemic complications, 
from which she died some two weeks later. 

In other words, fever therapy for disseminate lupus erythematosus is an 
extremely hazardous procedure, the results of which do not justify the risk. I 
question the relation between the chronic discoid type and the acute disseminate 
type of the disease. The former, with a long life expectancy and few systemic 
complications, and the latter, with the short life expectancy and autopsy evidence 
of extensive toxic changes in the viscera, have little in common. 

Dr. Henry E. MIcHELSoN, Minneapolis: I think that most of those who have 
been dermatologists for some time are impressed with the change of viewpoint with 
which isolated lesions in lupus erythematosus are looked on; and I believe that 
this is entirely due to the fact that a new therapy has been acquired. As long as 
the lesions were treated entirely locally the condition was considered a local dis- 
ease. But now I am sure that lupus erythematosus is looked on as a systemic 
disease in which there is a great variation of signs and symptoms. In a general 
way it can be likened to sarcoid, because of the chronicity of the various findings, 
the resistance to most of the remedies and the relapses. With acute lupus erythe- 
matosus the comparison to sarcoid is not so striking, but the systemic character is 
again emphasized. 

Dr. S. E. Sweitzer, Minneapolis: This group of cases shown today emphasizes 
the fact that many years ago, when I first took up dermatology, acute lupus 
erythematosus was almost never seen; most examples were of the chronic discoid 
type, and one did not have much fear of the condition. From these cases a variety 
of differences can be seen in the same disease. A beginner would swear that they 
did not have any connection at all. The more cases of lupus erythematosus are 
observed, the more dangerous the disease seems. It is poorly treated by the 
average general practitioner and sometimes by the dermatologist; they do not have 
any respect for the difficulties they may get into. After three or four months in 
the dark and after the teeth were pulled, the second patient of this group showed 
a discoid lupus erythematosus. Foci have a great deal to do with the process. 
Often removal of abscessed teeth will cause an improvement. It seems to me that 
the younger physicians when a patient with lupus erythematosus comes into the 
office should think of what this disease is and should certainly advise the patient 
to stay away from sunlight because of the danger of overexposure. The more I see 
of lupus erythematosus the more I fear it. 

Dr. STEPHAN EpsteIn, Marshfield, Wis. (associate member): A statistical 
survey of the cases of lupus erythematosus from 1925 to 1934 at the University 
Skin Clinic in Breslau showed that the incidence of pulmonary tuberculosis in 
patients with lupus erythematosus was far below that found in patients with tuber- 
culosis and tuberculids of the skin. The figures were somewhat higher but not 
very different from those of the controls. 
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I have the impression that American dermatologists are inclined to beliey: 
that the tuberculous origin is generally accepted in the Continental European 
countries. This holds true for the French and part of the Swiss and Viennes: 
schools; the majority of German dermatologists, however, do not favor this 
hypothesis. 

Dr. HAMILTON MoNTGOMERY, Rochester: In the first case there were definite 
signs of arthralgia for six years before the development of lupus erythematosus, 
although the patient said she had had transitory erythema of the face on two 
occasions. 

In a recent study of 154 patients with disseminate types of lupus erythematosus 
seen at the clinic, I found that 5 per cent of those with the chronic disseminate 
type (generalized discoid), 27 per cent of those with the subacute disseminate type 
and 33 per cent of those with acute disseminate lupus erythematosus had prodromal 
symptoms, especially malaise, arthralgias and transitory fever. Considering arth- 
ralgia or arthritis by itself in association with lupus erythematosus or preceding 
it, 20 per cent of those with the chronic disseminate type, 50 per cent of those 
with the subacute disseminate type and 33 per cent of those with the acute dis- 
seminate type had arthritis or arthralgia. A similar increase in frequency occurs 
in cases of lupus erythematosus, in regard to other systemic symptoms, the more 
acute the process is. The extent of cutaneous involvement does not parallel the 
severity of the disease or the degree of systemic involvement. 

In regard to mortality, 8 per cent of the patients with the chronic disseminate 
type and 47 per cent of those with the subacute disseminate type have already died 
of the disease. Only 2 of the 30 patients with acute disseminate lupus erythema- 
tosus are still alive. In each of these the disease is of less than a year’s duration. 

Dr. Louis A. BruNSTING, Rochester: No adequate explanation has been made 
for the phenomenon of sensitivity to light in patients with disseminated lupus 
erythematosus. The porphyrin metabolism is not abnormal except when fever is 
present. 

The most significant item in prognosis is the level of the leukocytes, leukopenia 
being a constant observation. Nephritis is a serious complication in the terminal 
stage; nevertheless, on postmortem examination there is rarely gross pathologic 
change in the kidneys. 

Dr. Paut A. O’LEary, Rochester: Dr. Sweitzer’s remarks about the serious- 
ness of lupus erythematosus are sympathetically shared. Tuberculosis has become 
increasingly less significant as an etiologic agent as other bacterial infections and 
photosensitivity have become more prominent. 


Tinea Capitis. Kerion Celsi. 

A boy aged 13 came to the clinic because of kerion Celsi. The lesions, which 
first appeared in July 1939, involve the scalp, forehead and cheeks. The lesions of 
the skin are associated with edema of the eyelids, enlargement of the cervical lymph 
nodes, fever and a systemic reaction. The application of wet antiseptic dressings 
and ointments did not produce a satisfactory response. Roentgen therapy was 
employed the last of July and the middle of August, and this produced satisfactory 
involution of the lesions. 


Tinea Capitis. Kerion Celsi. Trichophytid. 


The patient, a girl aged 10 years, is a sister of the preceding patient. She had 
typical kerion Celsi which was limited to the scalp. The lesion first appeared 
about Sept. 1, 1939. It was associated with fever and enlargement of the regional 
lymph nodes. Treatment has consisted of the use of antiseptic dressings and one 
thorough application of solid carbon dioxide to the affected region. A week ago 
extensive follicular trichophytid developed on the shoulders, arms and upper part 
of the trunk. 





SOCIETY TRANSACTIONS 749 


DISCUSSION 

Dr. WALTER Popp, Rochester: The boy was first seen on July 31 and was 
eiven roentgen ray treatments to each area of involvement, with 2 mm. of aluminum 
filtration and voltages generated at 100 kilovolts. The output for each field was 
pproximately 225 r in air. The treatment was repeated two weeks later, using 
the same technical factors. This amount of irradiation is not sufficient to produce 
the epilation seen in this patient. The epilation is probabily due to the combina- 
tion of roentgen rays and local applications. There is no reason to assume that 
the epilation will be permanent in this patient, as there is definite evidence of 
regrowth of hair. 


Dr. Henry E. MICHELSON, Minneapolis: I have observed that in patients in 
whom the inoculation was from animals the response to treatment is good. I see 
such patients most of the time and rarely ever use roentgen rays. Strong kera- 
tolytic ointments, freezing with solid carbon dioxide and sometimes compresses are 
all that I have found necessary. 

Dr. Cart LayMon, Minneapolis: The favorable results mentioned by Dr. 
Michelson which are obtained in this vicinity are undoubtedly due to the fact that 
in the great majority of cases of ringworm of the scalp the condition is fortunately 
caused by fungi of animal origin. George Lewis and others have emphasized fre- 
quently that conditions of this type rarely require epilation by roentgen rays and 
eventually heal as a result of local therapy. 


Localized and Linear Scleroderma, Atrophic and Indurated. 

A Jewess aged 23 came to the clinic in September 1939 because of stiffness of 
the hands and feet, thickening of the skin of the extremities and pain in the hands, 
shoulders and knees. The general health of the patient has been excellent, but 
she has complained of cold hands and cold feet for several years. In February 1938 
a diffuse macular rash first developed above the right lower extremity, and about the 
same time raised thickened portions of skin appeared in the right palm. In May she 
first consulted her physician in her home locality, at which time there were groups 
of lichenoid lesions in zosteriform arrangement extending from the right breast 
and the right scapular region down the right arm and forearm and onto the palm 
and the fourth and fifth fingers of the right hand. The anterior surface of the 
calf of the right leg was also involved. These lesions resembled those of zosteri- 
form lichen planus to such an extent that a diagnosis of this disease was made, and 
treatment was begun accordingly. The patient was dismissed on July 12. She 
reappeared on August 30 because of a recurrence of lichen planus on the fourth 
and fifth fingers of the right hand. At this time she had a noninflammatory but 
painful swelling on the right forearm and on the back of the right hand. There 
was a discrete lymph node in the right axilla. By September 1 all the former 
lichen-planus-like lesions had come to resemble guttate scleroderma and for the 
most part have continued that way since. By November there was an extension 
of the lesions to the left side of the body, and those on the right side became con- 
fluent. A generalized acute scleroderma then developed; this involved chiefly the 
upper and lower extremities. This has subsquently subsided and formed the present 
clinical picture. Examination elsewhere of a piece of muscle which was removed 
for biopsy showed normal muscle with the exception of calcium deposits, and 
examination of a section of skin revealed acute scleroderma. 

Her condition remained about the same until January 1939, at which time white 
atrophic spots developed on the breasts, neck and shoulders. In the past six to 
eight months there has been a tightening of the skin of the legs up to the knees. 
In the past six weeks the left arm has became involved. The patient has some 
difficulty in walking and feels tired all the time. She has not lost weight and has 
had no fever or other systemic symptoms. The result of neurologic examination 
was essentially negative. Erythrocytes numbered 4,230,000 per cubic millimeter 
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of blood, and leukocytes, 1,900 per cubic millimeter. The basal metabolic rate wa, 
—9 per cent. The concentration of creatinine was 1.2 mg. per hundred cubi 
centimeters of blood. Roentgenologic examination of the thorax revealed a Ghon 
complex on both sides. The value for the calcium was 9.9 mg. per hundred cubic 
centimeters of serum. The sedimentation rate was 30 mm. in one hour. 


DISCUSSION 

Dr. Paut A. O’LEary, Rochester: I believe that it is agreed that this patient 

has several manifestations of scleroderma, including the atrophic plaques. It is 

of interest that a competent dermatologist made the diagnosis of lichen planus 
several months before the appearance of the scleroderma. 


Acrodermatitis Chronica Atrophicans. 


A laborer aged 69, who was born in Sweden, came to the clinic because of 
pruritus. He had had an eruption on his legs for approximately twenty years. 
The pruritus was particularly severe on the legs, but at times it has been gen- 
eralized. The history was difficult to elicit and evaluate. Examination reveals a 
symmetric dermatosis involving the posterior part of the thighs and the buttocks 
but sparing the perianal region. It extends posteriorly and laterally over the 
thighs and encircles the legs completely in the neighborhood of the knees. Exam- 
ination reveals a dusky erythematous marking on the dorsa of the feet. A fine 
superficial wrinkling of the skin is present on the affected regions of the thighs 
and buttocks. The lesions are prominent about the knees, where the skin is loose 
and wrinkled and has the appearance of the skin of a baked apple; the underlying 
subcutaneous tissue is soft and loosely adherent. A small pale doughy nodule, 
about 4 by 8 mm., is present on the medial aspect of the right knee. There is no 
evidence of atrophy in the lower portion of the leg, where the skin is thick and 
slightly adherent, nor is there evidence of sclerosis. Excoriations are present. 
Examination of the blood disclosed a moderate grade of hypochromic anemia. The 


concentration of hemoglobin was 10.3 Gm. per hundred cubic centimeters of blood. 
The erythrocyte count was 3,500,000 per cubic millimeter of blood. Other labora- 
tory tests did not reveal any abnormality. A specimen which was removed for 
biopsy was unsatisfactory. 


DISCUSSION 
Dr. R. R. SuLLIvAN, Minneapolis: This case presents a typical clinical picture 
of acrodermatitis chronica atrophicans in its terminal or atrophic stage. The 
characteristic distribution, the parchment-like, easily wrinkled skin and the promi- 
nence of the underlying blood vessels secondary to the atrophy are all well demon- 
strated here. There are no inflammatory infiltrations, bandlike formations or 
tumors to be seen. Of interest, however, is the sclerotic, hard, scleroderma-like 
state of the skin on the lower third of each leg, the ankle and the dorsal surface 
of the foot. Though sometimes confused with it, this process in cases of acro- 
dermatitis chronica atrophicans is believed to be quite distinct from true sclero- 
derma. As one might suspect, patients with this condition not infrequently are 
subjected to injections for what appear to be varicose veins, usually without benefit. 
Although this patient was born in Europe, I believe too much emphasis has 
been placed on the place of birth. Cases reported in the American literature have 
represented so many different countries of Europe that any significant relation 
to place of birth does not appear reasonable. Moreover, the disease has been 
reported in a substantial number of persons born in this country, although the 
majority of cases reported in American literature have admittedly been in 
European-born person. Recent reviews of the literature, including the foreign, 
have not been productive of any new contributions to either the causation or the 
problem of treatment. 
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A Case for Diagnosis (Angioma Serpiginosum?). 

A single man aged 24 came to the clinic Sept. 21, 1939, complaining of a 
generalized erythematous speckled rash, which had been present for ten or twelve 
years. The patient recalled that he had had pinpoint red dots over the chest and 
outer part of the arms at the age of 12 years. He stated that his body might have 
been flushed at that time, but he was not certain. Five or six years ago the flush- 
ing of the body became more prominent, as did the speckling of the skin. In warm 
weather the lesions are less’ prominent, and in cold weather, more prominent. Cold 
water accentuates the lesions. There has been a day to day variation, depending 
on the temperature of his environment. Likewise, the lesions are more prominent 
after exercise. The sun has no effect on the lesions, the skin apparently tanning 
normally. In the past several years the flushing of the skin has become more 
prominent, especially about the upper part of the trunk, the arms, the inner part 
of the thighs and the back. He states that he has not taken any drugs with the 
exception of acetylsalicylic acid and that he has no occupational contact with drugs 
or chemicals. His general health has been excellent; however, he states that he 
has been short winded for several years but that there has been no actual dyspnea. 
The family history is essentially not significant; the parents, brothers or sisters 
have never had a similar cutaneous disease. There is no hypertension or other 
circulatory disease. 

The results of general examination.were essentially negative with the exception 
that the blood pressure was 144 mm. of mercury systolic and 94 mm, diastolic and 
that there was a questionable enlargement of the liver. The leukocytes numbered 
10,400 per cubic millimeter of blood and the erythrocytes 5,180,000. 

DISCUSSION 

Dr. CARL LAyMON, Minneapolis: The patient’s eruption is similar to that of a 
woman presented as having angioma serpiginosum at a meeting of the Dermatologic 
Conference of the Mississippi Valley in 1936 (ArcH. Dermat. & SypnH. 35:977 
[May] 1937), except that it is much less severe. Although my concept of angioma 
serpiginosum is not clear, I believe the consensus is that the term should be limited 
to a nevoid type of telangiectasia, as contrasted with similar conditions of inflam- 
matory nature, such as Schamberg’s disease. 

Dr. HAMILTON MontcoMery, Rochester: The lesions in the patient with 
angioma serpiginosum who was presented at that meeting three years ago have 
faded out. In patients with Schamberg’s disease there are cayenne pepper spots, 
the results of deposits of hemosiderin in the skin; there are no deposits of hemo- 
siderin in those with angioma serpiginosum. Histologically there are a dilatation 
of blood vessels and a perivascular infiltrate in the upper part of the cutis, some 
liquefaction necrosis of the basal cell layer and a varying degree of parakeratosis. 
Sections in this case do not show parakeratosis, but they do show hyperkeratosis. 
Otherwise the changes are consistent with a diagnosis of angioma serpiginosum. 
Clinically the condition is not as typical as the one in the case that was previously 
presented. 

Dr. Henry E. Micuerson, Minneapolis: I think Dr. Laymon and I agree that 
purpuric pigmented lichenoid dermatitis is not an entity. We have seen the entire 
syndrome or parts of the syndrome in many different conditions, such as pityriasis 
rosea and drug eruptions. 


Perforating Gumma of the Soft Palate and Nasal Septum. Asymptomatic 
Neurosyphilis. 

A white married woman aged 28 came to the clinic in September 1939. She 
was referred to the Section on Dermatology and Syphilology because of two ulcers, 
one on the right side of the cartilaginous portion of the nasal septum. For the 
preceding six months she complained of a stuffy nose, of difficulty in breathing 
and of a purulent discharge from the nose. One week before she came to the clinic 
she first noticed an ulceration of the soft palate, which was only slightly tender. 
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The past history was entirely insignificant. The results of the Kline, Kal 
Hinton and Kolmer tests on the blood serum were as follows: Kline test, 4 plus: 
Kahn test, 4 plus; Hinton test, positive, and Kolmer test, very strongly positive 
(44). Examination of specimens of the lesions with dark field illumination did not 
disclose Spirochaeta pallida. The Wassermann and Kline reactions and the results 
of the Nonne test and the colloidal gold test on the cerebrospinal fluid were as 
follows: Wassermann reaction, strongly positive; Kline reaction, 4 plus; Nonne 
test, negative, and colloidal gold curve, 1221000000. The concentration of total 
protein in the cerebrospinal fluid was 30 mg. per 10 cc. Each cubic millimeter of 
the cerebrospinal fluid contained 34 small lymphocytes. Treatment has not been 
started. 


A Group of Cases of Pyoderma with Various Systemic Manifestations, 

Case 1.—Erythema Multiforme? Infectious Ecsematoid Dermatitis? Chroni: 
Ulcerative Colitis. 

A married woman aged 40 has had active chronic ulcerative colitis for more 
than two years. Eight years ago the patient had constant diarrhea and bloody 
stools. The chronic ulcerative colitis has been treated intensively; this treatment 
has included supportive measures, and two blood transfusions were administered 
in the last four weeks before the patient was examined in the Section on Derma- 
tology and Syphilology. The patient has been taking various drugs, including 
barbiturates, acetylsalicylic acid and phenclphthalein. One month ago the patient 
had a transient attack of urticaria which involved her legs. Three weeks later an 
eruption appeared on the sides of the neck and on the extensor surfaces of the 
arms. The eruption consisted of edematous red papules which tended to coalesce 
in plaques and show a corymbose grouping. In the succeeding days the lesions 
on the skin became better defined than they had been, and vesiculation occurred 
in some of the plaques. No lesions were present on the mucous membranes. 
Serodiagnostic tests did not reveal any evidence of syphilis. Biopsy of a specimen 
of a lesion disclosed erythema multiforme and dermatitis medicamentosa. 

CasE 2.—Pyoderma. Chronic Ulcerative Colitis. 

A married woman aged 31 had had chronic ulcerative colitis for six years, 
Clusters of vesicular pustules appear on the skin. The lesions particularly involve 
the vulva and the adjoining skin of the thigh and abdomen. The individual lesions 
have coalesced and formed extensive vesicopustular plaques. There is no ulcera- 
tion. Smaller lesions are on the right flank and in the right axilla. Four years 
ago the patient had a mild attack of similar lesions which lasted two or three 
months. Administration of azosulfamide (neoprontosil; disodium 4-sulfamidophenyl- 
2’-azo-7'-acetylamino-1'-hydroxynaphthalene-3’, 6’-disulfonate) and the use of blood 
transfusions have improved both the colitis and the pyoderma. 

Case 3.—Pyoderma Gangraenosum. Chronic Ulcerative Colitis. 

A boy aged 14 had chronic ulcerative colitis for two years. He was treated 
with blood transfusions and injections of Bargen’s serum. In 1938 he had lobar 
pneumonia. In January 1939 a crop of pustular lesions appeared on his scalp. The 
lesions coalesced, and undermining occurred. He has had a gradually descending 
cellulitis which involves the entire periphery of the scalp. Ulceration is present on 
the dorsum of the right foot and on the right ankle. The ulceration has the 
features of pyoderma gangraenosum. For six months before presentation colitis 
has been rather inactive, but moderate secondary anemia and transient arthralgia 
have persisted. Treatment has consisted of blood transfusions and dietary measures, 
including vitamin supplements. Various antiseptic preparations, including a paste 
of zinc peroxide, have been applied to the ulcers. Azosulfamide (neoprontosil), 
35 grains (2.27 Gm.) per day, was administered a week ago. 

Case 4.—Pyoderma Gangraenosum of the Neck and Thighs Without Colitis. 

The patient is a married woman aged 51. When she came to the clinic a firm 
nodular subcutaneous swelling was present at the angle of the jaw on the left side. 
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low the swelling there was a cluster of inflammatory sinuses which extended 
forward on the neck. <A diagnosis of tuberculosis of the skin had been made 
before the patient came to the clinic. On the skin of both thighs are impetiginous 
bullae and ecthymatiform ulcers which appear to spread from day to day by inocu- 
lation. On the left forearm there is a scar which was said to be an intense 
reaction to a tuberculin test. 

Various examinations at the clinic, including a study of two histologic sections, 
did not reveal any evidence of tuberculosis. A bacterial culture produced a pure 
erowth of Staphylococcus aureus. The only other abnormality disclosed by 
physical examination was a moderate degree of secondary anemia. Filtered 
roentgen rays were applied to the swelling on the jaw on two occasions. The oral 
administration of acetarsone for one week produced toxic erythema and fever. 

Case 5.—Hidrosadenitis and Pyoderma with Colitis. 

\ man aged 25 came to the clinic on Sept. 11, 1939, because of an ulcer in the 
right axilla and one on the right thigh. In March 1938 he sustained a minor 
abrasion of the right hand. This injury was complicated by mild lymphangitis. 
Axillary adenitis, systemic symptoms, chills and fever occurred gradually after 
the injury. The abscess in the axilla was drained but failed to heal. In the summer 
of 1938 sloughing of the skin of the right axilla occurred after an attack of pneu- 
monia. A few months later skin was obtained from the right thigh and applied 
to the healing wound in the right axilla. The graft did not take; in fact, peripheral 
undermining and extensive suppuration occurred both at the site of the graft and 
in the right thigh. Neoprontosil and sulfanilamide were administered at different 
intervals for three months, and the patient has received transfusions of blood. 

Bacterial culture of both wounds disclosed hemolytic streptococci. The use of 
various antiseptics, including a paste of zinc peroxide, has produced healing of the 
ulcers. An attempt has been made to increase the general resistance of the patient 
by means of a high caloric, high vitamin diet. 


DISCUSSION 

Dr. Louts A. BRuNSTING, Rochester: There is a variety of ulcerative condi- 
tions of the skin which are seen in patients with chronic ulcerative colitis. 
None of the present group of patients has had the typical characteristics of pyo- 
derma gangraenosum, of which we have observed some 20 cases to date. Erythema 
multiforme and erythema nodosum are frequently seen with chronic ulcerative 
colitis. In the entire group secondary anemia and polyarthritis persisted over a 
long period after the condition in the bowel had subsided. 

As far as the treatment of acute pyoderma gangraenosum is concerned, we 
have found blood transfusions and administration of sulfanilamide derivatives to 
be of definite value. For the undermined ulcers of this type in which hemolytic 
streptococci are present we have used Meleney’s zinc oxide paste with consider- 
able success. (This paste is made as follows: Bake 40 Gm. of zinc peroxide 
(Merck) for four hours; add 20 cc. of glycerin; make up to 200 cc. with sterile 
triple-distilled water; shake well.) 

It is risky to traumatize the skin in patients who have chronic ulcerative 
colitis. The administration of medications or vaccines by hypodermic injection 
not infrequently leads to the formation of abscesses with ulceration of the skin. 


Generalized Erythroderma (Hodgkin’s Disease?) 


A white man aged 62 came to the clinic because of universal exfoliative der- 
matitis which was associated with hyperpigmentation and adenopathy. The disease 
of the skin had remained practically stationary for four months before the patient 
came to the clinic. During the previous four years he had had occasional attacks 
of intense pruritus and regicnal dermatitis, usually lasting several weeks. Exami- 
nation had disclosed abnormal amounts of arsenic in the urine. Injections of 
sodium thiosulfate had had no appreciable effect. 
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Examination of the urine at the clinic did not disclose any arsenic. Micro- 
scopic examination cf a specimen of skin revealed a nonspecific inflammatory 
reaction. The erythrocyte count and the value for the hemoglobin were normal. 
The leukocyte count varied from 10,000 to 16,000 per cubic millimeter. A dif- 
ferential leukocyte count revealed 15 per cent lymphocytes, 6 per cent monocytes, 
66 per cent neutrcphils and 13 per cent eosinophils. The eosinophils and the 
toxic changes in the leukocytes were suggestive of Hodgkin’s disease. The patient 
has been observed at the clinic only two weeks. Filtered roentgen rays of 
moderately high voltage are being applied. 


DISCUSSION 

Dr. Paut A. O'Leary, Rochester: I classify this type of erythroderma as a 
lymphoblastoma, considering it as a low grade form of the disease, in which 
clinical signs of glandular involvement may not appear for several years. When 
arsenic does not explain the pigmentation, it may be the result of lymphomatous 
involvement of the chromaffin system. The improvement following systemic 
roentgen therapy has added to my impression that the patient has a mild type 
of lymphoma. 

Dr. WALTER Popp, Rochester: This condition is being treated as a lympho- 
blastoma. Because of the fact that fever, constipation and backache due to 
involvement of the retroperitoneal lymph nodes in lymphoblastoma are commonly 
seen, in addition to treatment of the regional nodes, several treatments have been 
given over the epigastrium. It is assumed that the material relief from a gen- 
eralized erythroderma can be obtained just as a generalized pruritus complicating 
a lymphoblastoma can be relieved. 

Dr. HAMILTON MontcoMery, Rochester: The histologic picture is that of a 
generalized neurodermatitis and does nct show specific changes for any of the 
lymphoblastomas. It is true that there is an increase in monocytes. No immature 
cells are to be found. We have observed several cases of exfoliative dermatitis 
in association with allergic manifestations in which there was intensive and 


diffuse generalized pigmentation. Because of the increase in infiltration seen 
histologically in these cases, systemic roentgen therapy was employed, with benefit. 


Senile Pruritus (Neurodermatitis?). Hemangioendothelioma of Left Foot 
(Kaposi’s Sarcoma?). 

A man aged 26 has extensive scaling of the entire body. The eruption is 
moist in the folds of the groins and in the flexures of the extremities. General 
physical examination does not disclose any abnormality which would account for 
the dermatitis. The erythrocyte and leukocyte ccunts and the value for te hemo- 
globin were normal. The value for the urea was 28 mg. per hundred cubic 
centimeters of blood. The urine did not contain any arsenic. Histologic exami- 
nation of a specimen of a lesion which was removed from the right forearm dis- 
closed neurodermatitis. The treatment of the pruritus has been symptomatic. 

The patient also has a group of smail bluish brown tumors of the skin. 
These are limited to the region of the great toe of the left foot. The patient 
first noticed these tumors about twelve years before he came to the clinic. They 
have increased gradually in size but otherwise have not caused any trouble. 
Examination of the tumors does not disclose any evidence of irritation cr ulceration. 
The microscopic appearance of a section of one of the tumors was consistent 
with that noted early in the course of Kaposi’s sarcoma. 


Seborrheic Eczema. 

A married Negress aged 32 came to the clinic Aug. 18, 1939, because of 
extensive dermatitis which involved the scalp, ears, neck, axillas and groin. In 
1928 she had generalized exfoliative dermatitis following arsenical therapy for 
syphilis. In 1935, after an infection of the upper part of the respiratory tract, 
the patient had ulcers in her mouth and an eruption on her face. The micro- 
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opic appearance of one of the lymph nodes simulated that seen in cases of 
Hodgkin’s disease, and roentgen therapy was employed. The diagnosis of Hodg- 
kin’s disease was later refuted. For the following two or three years the skin 
has been relatively clear except for the occasional occurrence of an eruption in 
the groin and aphthous lesions in the mouth. 

The present illness began in February 1939, and the severity of the dermatitis 
has increased progressively. When the patient was first seen at the clinic, exami- 
nation revealed extensive oozing of the scalp, especially over the occipital region. 
(he oozing was associated with a boggy mass which was suggestive of Celsus’ 
kerion. Repeated examinations of this lesion by microscopic and cultural methods 
did not disclose any fungi but revealed only Staphylecoccus aureus. There has 
been a serosanguineous discharge from the external auditory canals. This has 
been associated with swelling of the pinna and surrounding tissues. 

At first the dermatitis tended to improve, but lately it has spread over the 
face and has been associated with edema. Inflammatory papules, which have a 
slight tendency to occur in groups, have spread over the neck, shoulders, arms 
and legs. A diffuse oozing dermatitis has been present in the axillas and groins. 
General physical examination did not disclose anything significant, and there is 
no evidence of diabetes. Urinalysis did not reveal any abnormality. The value 
for the blood sugar is less than normal. The results of sensitization tests with 
common foods and pollens were essentially negative, as were the results of 
cutaneous tests with trichophytin and oidiomycin. Microscopic examination of a 
specimen of the lesion of the scalp revealed a nonspecific chronic granuloma. 
The general physical condition of the patient is fair. 


DISCUSSION 

Dr. Paut A. O'Leary, Rochester: When this patient first came under our 
observation the mass on the back of the scalp suggested a kerion Celsi, and the 
cutaneous picture seemed to be that of a trichophytid. Efforts to demonstrate 
fungi were futile. The cutaneous lesicns have changed under several weeks’ 
treatment in the hospital, and today we have made the diagnosis of seborrheic 
eczema, for want of a better name. The entire process is probably infectious, 
although therapeutic efforts in that direction have been unsuccessful, owing in a 
measure to the patient’s decided sensitivity to most of the applications tried. 

Dr. Lours A. BRUNSTING, Rochester: Boiled milk caused quite a febrile reac- 
tion, the temperature rising to 104 F. Since that time extension has been more 
rapid. She had a history of exfoliative reaction to arsphenamine and cutaneous 
sensitivity to mercury. 


Dermatitis Herpetiformis. 

A married woman aged 60 came to the clinic because cf a universal eruption 
which has been present for seventeen months. Examination of the skin reveals a 
polymorphous eruption which is characterized by gyrate inflammatory urticarial 
lesions, discrete tense bullae and extensive pigmentation. Keratoderma is present 
on the palms and soles. The mouth has been involved at varicus times. The oral 
lesions consist of small vesicles which have a tendency to break down in a short 
time and form small ulcers. Treatment has included the administration of sulf- 
anilamide, germanin, vitamin concentrates, various forms of arsenic and trans- 
fusions of blood. The patient has moderate albuminuria and mild secondary 
anemia. The leukocyte count was 16,500 per cubic millimeter of blood. A dif- 
ferential blood count disclosed 14 per cent lymphocytes, 6 per cent monocytes, 
42.5 per cent neutrophils and 37.5 per cent eosinophils. The disease has the 
features of erythema multiforme, dermatitis herpetiformis and pemphigus. The 
results of examination of a histologic section favor a diagnosis of dermatitis 
herpetiformis. 
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Hodgkin’s Disease, Cutaneous and Glandular. 

A boy aged 8 came to the clinic in September 1939, because of generalized 
lymphadenopathy and ulcerating lesions on the thoracic wall. In May 1939 ly 
had first noticed an enlargement of the lymph nodes above the right clavicle. 
Roentgenologic examination disclosed a large mass in the thorax. Microscopic 
examination of an enlarged supraclavicular lymph node revealed the presence of 
Hodgkin’s disease. Intensive roentgen therapy was applied to the enlarged lymph 
nodes and also to the thorax. 

During the past five weeks the patient has lost 18 pounds (8.2 Kg.). In the 
past three weeks an intense generalized pruritus has developed. A large tender 
ulcerating mass has developed on the wall of the left side of the thorax in the 








Hodgkin’s disease affecting the skin. 


past six weeks (figure). Histologic examination disclosed evidence of Hodgkin’s 
disease, that is, single multinucleated Sternberg-Reed cells in the necrotic region 
in the center of the lesion. 





E. M. Rusten, M.D., President 
F. W. Lyncu, M.D., Secretary 


Minneapolis, Dec. 1, 1939 


Atopic Dermatitis. Presented by Dr. S. E. Sweitzer, Minneapolis. 


L. C., a white man aged 17, first noted an eruption on his face, neck and arms 
in the spring of 1938. It cleared completely the following summer but recurred in 
November 1939. Itching is more severe on exposure to wool. He has had severe 
attacks of poison ivy dermatitis and vasomotor rhinitis each year until 1939. 

There is no family history of allergy. 

There is an erythematous papulovesicular eruption on the face, neck, extensor 
surfaces of the arms and back of the left knee. Grouped pollen tests gave nega- 


tive results. 
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DISCUSSION 

Dr. CarL W. Laymon, Minneapolis: Most observers find that the most favor- 
able results in the treatment of atopic dermatitis are obtained through a change 
of environment, even if it is only the removal of the patient from the home to a 
hospital. Topical applications and roentgenotherapy perhaps rank next in efficacy. 
In my experience specific therapy based on the results of cutaneous tests has been 
most disappointing. 

Dr. Louts A. BrunstINnG, Rochester: Atopic dermatitis and conjunctivitis in 
most cases are made worse by the onset of cold weather, but occasionally the 
opposite will be true; and it is particularly in cases in which the worst season is 
during the fall of the year that ragweed pollen may be thought of as a definite 
factor of aggravation. With patients beyond the age of 7 vears cutaneous tests 
as a rule are of no value for securing clues regarding diet. In cases in which 
the condition is more advanced treatment is exceedingly difficult unless a change of 
environment can be effected. 


Argyria. Presented by Dr. S. E. Sweitzer, Minneapolis. 

A. R., a white woman aged 75, is presented, with a grayish discoloration of 
the face and neck which developed seven years ago after she had used mild pro- 
tein silver eye drops for two years. 

Since September 1939 she has received weekly treatments of intradermal and 
subcutaneous injections of a solution of 1 per cent potassium ferricyanide and 6 per 
cent sodium thiosulfate. She has improved slightly. 

There is a grayish tinge to the skin of the face and neck. The conjunctiva is 
grayish black. The eyegrounds are normal. 


DISCUSSION 

Dr. WILLIAM R. Hut (by invitation), Rochester: The clinical picture is typical. 
The patient has a slate blue discoloration of her face, conjunctiva, external auditory 
meatus and nails. I noticed in the history no reference to corneal cpacities which 
this woman presents. They are definitely seen and apparently are due to deposi- 
tion of silver in Descemet’s membrane. A slit lamp examination should be made. 
The patient does not recall past events well. However, at one time she took 
powders for “stomach trouble,” and they may have contained silver. In Dr. 
Pillsbury’s and my series of cases of generalized argyria there was only 1 instance 
—and this is open to question—in which the condition was due to instillation of 
solutions containing silver into the conjunctiva. If the condition in this case has 
occurred from the use of silver in this fashion, it is unique. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. S. E. SWeEI7zer, 

Minneapolis. 

N. H., a white woman aged 63, has a red lesion on the calf of the right leg 
which developed three years ago. It has gradually increased in size. She has 
been treated for diabetes since 1931. She was presented at the meeting on April 14, 
1939 (report not published in the transactions). Since then the area has doubled 
in size. 

There is a bright red infiltrated lesion on the calf of the right leg, 8 cm. in size. 
In the center the epidermis is atrophic, but there is no evidence of ulceration. 
The lesion is irregularly shaped and has numerous brownish pigmented spots at 
the periphery. 

DISCUSSION 

Dr. HAmiItton MontcoMery, Rochester: Dr. Hildebrand, Dr. Rynearson and 
I have recently reviewed all of the cases of necrobiosis reported in the literature, 
including 8 cases observed at the Mayo Clinic. It is interesting to note that in 
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a total of 86 cases, 90 per cent of the patients were women and 90 per cent wer: 
persons with diabetes, and in 18 per cent of the cases the lesions of necrobiosis 
occurred from one to five years before symptoms of diabetes developed. In thi 
cases in which diabetes was not found, most of the patients gave a familial history 
of diabetes or of a high sugar tolerance curve. It is important to distinguish th: 
asymmetric or symmetric, small to large areas of diabetic gangrene, which show 
little fatty changes in the connective tissue and which present none of the clinical 
features of necrobiosis lipoidica diabeticorum. Necrobiosis histologically is char- 
acterized by fatty degeneration of the connective tissues, with extracellular deposits 
of lipoids, especially in the form of free cholesterol and lecithin. There is a periph- 
eral zone of infiltrate of lymphocytes, leukocytes and histiocytes about the central 
area of necrobiosis, which may simulate the histologic picture of granuloma annu- 
lare. The latter condition shows relatively little deposition of fat. When giant 
cell reaction occurs in necrobosis, I believe it is of a foreign body type and has 
nothing to do with tuberculosis. 

Dr. L. H. Winer, Minneapolis: In view of the presence of fat-staining sub- 
stance in the connective tissue and the absence of sarcoid type of infiltrate, it is 
my opinion that the condition is nondiabetic necrobiosis. 

Dr. Cart W. Laymon, Minneapolis: Oppenheim, in his original discussion 
concerning the pathogenesis of necrobiosis lipoidica diabeticorum, stated the belief 
that the lipoid droplets seen in histologic sections of the lesions were derived from 
fatty degeneration of the connective tissue. Urbach on the contrary felt that there 
was an imbibition of lipoids into the tissues from the blood stream. In general, 
pathologists are loath to admit that a change from proteins to fats, that is, fatty 
degeneration of proteins, is possible. 

In view of our poor therapeutic results in necrobiosis, I was surprised to hear 
at the recent meeting of the American Academy of Dermatology (ArcH. Dermat. 
& Sypu., to be published) that several physicians reported involution of the lesions 
following extremely heavy doses of ultraviolet irradiation. 


Systemic Blastomycosis. Presented by Dr. S. E. Sweitzer, Minneapolis. 


In H. F., a white man aged 29, a cough developed in October 1938. In 
January 1939 he began to cough up clots of blood in the morning, and a short 
time later sharp pains developed in the left shoulder, followed by loss in weight, 
fever and anorexia. Early in February his ankles became painful, and the right 
one showed some swelling. On March 1 subcutaneous nodules began to appear. 
The first of these was on a lower extremity; another appeared just above the 
right angle of the jaw, and finally they developed over the entire body. In June 
warty lesions appeared on the nose, upper lip and left eyebrow. The nodules 
were not painful. : 

The patient is a pale, emaciated white man. There are numerous subcutaneous 
nodules over the entire body, especially on the extremities. On the nose and upper 
lip and over the left eyebrow are verrucous lesions. The liver is enlarged. 

Blastomyces dermatitidis was found in wet preparations and in cultures made 
from many of the lesions. Cultures of the blood and spinal fluid did not show this 
organism. 

Roentgen examination of the lungs showed an area of infiltration in the left 
apex. Examination of the bones showed rarefaction of the lower dorsal and upper 
lumbar vertebrae and of the left heel bone. 


DISCUSSION 


Dr. Lours A. BruNSTING, Rochester: This case reminds me of one that I 
observed about twelve years ago. There were ulcerations of both ankles, multiple 
subcutaneous abscesses and finally metastatic involvement of the liver, lungs and 
brain. Roentgen therapy was given, and 900 grains (58 Gm.) of potassium iodide 
a day was administered, without benefit. Once this disease passes the barrier of 
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a localized infection the prognosis is poor. As a public health measure in cases 
of this type, when death occurs I recommend that the body be cremated. 

Dr. Hamitton Montcomery, Rochester: In the case referred to by Dr. 
Brunsting, which I reported (M. Clin. North America 14:651, 1930), the patient 
came to us with a large ulcer of the ankle which had been treated by surgical 
procedures. A diagnosis of blastomycosis should be dependent on demonstration 
of budding organisms in potassium hydroxide preparations or in histologic sections 
of the tissue, as cultures may at times show endosporulation, and thus an erroneous 
diagnosis of coccidioidal granuloma may be offered. It is important to distinguish 
between blastomycosis, coccidioidal granuloma, torulosis and various types of so- 
called South American blastomycosis. 2 

Dr. F. T. Becker (by invitation), Duluth: I have recently observed a case of 
systemic blastomycosis. There is an excellent review of the literature by Martin 
and Smith (Martin, D. S., and Smith, D. T.: Am. Rev. Tuberc. 39:275 [March] 
1939). They found a mortality rate of 92 per cent in cases of systemic blasto- 
mycosis that had been followed over a period of two years. They have found 
iodide therapy definitely harmful to allergic patients. The degree of allergy to the 
infection was determined by performing an intradermal test with a 1 to 1,000 
dilution of the blastomycetes cultured on blood agar. If the patient was found to 
be hyperallergic, desensitization was carried out by increasing the doses of the 
vaccine. After this procedure iodides could be administered cautiously. I tried this 
method of treatment in my case, without success. 

Dr. Henry E. MiIcHEetson, Minneapolis: I think that every patient with 
blastomycosis is more or less a rule unto himself. The strictly localized lesions do 
fairly well with freezing, some roentgen ray treatment and arsenic taken internally. 
I do not believe that iodides are of much value; in fact, I doubt if they are of 
any value. Mutilation often results from excision of the lesions; so I doubt if this 
is a good form of treatment. In the generalized cases startling results are some- 
times seen from the use of tryparsamide intravenously; but eventually the patient 
gets worse, and usually the case terminates fatally. Pathologically the condition 


is interesting, for acuteness and chronicity exist side by side, so that the immunity 
of the process cannot be judged from the pathologic observations. I think it is a 
dangerous disease, and it is too bad that more knowledge concerning its source 
and treatment is not available. 

Dr. S. E. Sweitzer, Minneapolis: Dr. Butler mentioned excision of these 
lesions. Recently I saw a patient with one solitary lesion on leg. A surgeon had 
twice excised it carefully, but both times it recurred. 


Sarcoid of Darier and Roussy. Presented by Dr. S. E. Sweitzer, Minneapolis. 


E. F., a white woman aged 53, first noticed an erythematous nodular eruption 
on both knees in August 1939. New lesions of the same nature subsequently 
appeared on both anterior tibial surfaces a few weeks after the original onset of 
the eruption and have gradually resolved, so that at present they are inevident. 
The ankles began to swell about two months ago and have caused some pain. 

Examination shows a discrete dusky red nodular eruption of six or eight 
nodules on each knee. The nodules are 1.5 cm. in diameter and not tender. There 
is no tendency toward confluence or ulceration. The ankles are edematous and 
tender. The Mantoux test gave negative results. 

(Histologic sections were shown.) 


Besnier-Boeck-Schaumann Disease. Presented by Dr. S. E. Swerrzer, 
Minneapolis. 

L. R., a white woman aged 56, noticed a reddish brown lesion twelve years ago 
on the right leg. It has become gradually larger by peripheral extension. Three 
years ago other areas developed, and a similar spot appeared on the left leg. Since 
that time several of the lesions have completely disappeared. 
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There are many yellow plaques on both legs. The epidermis over these lesions 
is atrophied, and there is some telangiectasia. The healed areas show epidermal 
atrophy. 

Roentgen examination of the chest gave negative results. The result of a 
Mantoux test was 4 plus. 


A Case for Diagnosis (Sarcoid? Lupus Erythematosus?). Presented by 
Dr. Paut A. O'Leary, Dr. HAmitton MontcoMEeRyY and Dr. Louis A. 
BrunstTInG, Rochester. 


An unmarried Mexican, an office clerk aged 45, has had a dermatitis of the 
face continuously for twenty years. He attributes the eruption to long exposure 
to the sunlight while engaging vigorously in sports over a week end. Within a 
week the skin had gradually assumed an erythematous appearance, and red papules 
had studded the face. The eruption has never cleared since the onset, although 
he has noticed a decided improvement between the months of October and January. 
The skin of the face is extremely sensitive to sunlight, with visible edema and 
increased erythema developing after an exposure of only fifteen or twenty minutes, 
There is no constitutional reaction associated with the photosensitivity, nor does 
a similar eruption develop on other regions cf his body after exposure to the direct 
rays of the sun. The nose, the lips and the chin have never been implicated in 
the process. 

Aside from a moderate degree of obesity, constipation and dental infection, his 
health is good. Examination of the blood and of the urine revealed no abnormal 
findings. The flocculation tests of the blood for syphilis gave negative results. A 
roentgenogram of the chest showed some torsion of the arch of the aorta and no 
infiltration in the lung fields. Roentgenograms of the hands showed no abnormality. 
The basal metabolic rate was —10 per cent. Intradermal tests with purified pro- 
tein derivative of tuberculin, in both weak and strong concentrations, have yielded 
negative reactions. There is no family history of tuberculosis, and the patient has 
had no suspicious tuberculous contacts. He has lived in Mexico, D. F., during the 
past thirty years except for three years which were spent in Tampico, at which 
time he believes that he improved slightly. 

The patient presents a moderate diffuse, doughy infiltration of the face, which 
is more prominent on the right side of the forehead and the cheeks. On the affected 
parts is a diffuse, superficially scaling erythema, with numerous scattered pinhead- 
sized to pea-sized, reddish and yellowish nodules and tiny follicular pustules. 

Treatment has consisted of dental extractions and injections of gold sodium 
thiosulfate intravenously for the past three weeks. The skin has improved 
materially. 

Histologic studies indicate the diagnosis of lupus erythematosus associated with 
questionable hematogenous tuberculosis, probably of the sarcoid type. 


DISCUSSION ON PAPERS OF DR. SWEITZER AND DRS. O'LEARY, MONTGOMERY 
AND BRUNSTING 

Dr. L. H. WIner, Minneapolis: My diagnosis in the first case is sarcoid of 
Darier and Roussy, the histologic description of which corresponds with the pic- 
ture of erythema induratum seen here. 

Dr. Louis. A. BrunstinGc, Rochester: The condition appears to be early 
erythema induratum in the nonulcerative phase. 

Dr. Hamitton Montcomery, Rochester: The condition in the second case, 
I believe, is typical of sarcoid of Boeck. In the first case the changes observed 
histologically seem to be those of a nonspecific type of erythema induratum. I do 
not believe that the atrophic changes are of material significance, as they may occur 


in a great many conditions. 
Three different specimens for biopsy have been taken from the last patient, 
and all have shown features suggestive of lupus erythematosus, with two of them 
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fairly characteristic for this condition. In two of the specimens there were also 
histologic changes suggestive of sarcoid. I have had the opportunity of seeing 
3 patients in whom sarcoid and lupus erythematosus were combined in the same 


lesion, and when the sarcoid lesions responded to treatment all the features of 


jupus erythematosus were left. These cases do not necessarily imply that lupus 
erythematosus is due to tuberculosis but simply present the rare coincidental finding 
of two diseases at the same time, in the same site and in the same person. We 
were unable to demonstrate any tubercle bacilli in this patient, and the reactions 
to tuberculin tests were negative. I believe that this case is one of an atypical, 
tumid type of lupus erythematosus, with question of sarcoid. 


Dr. H. E. MicHetson, Minneapolis: I think that the condition in the last case 
is a difficult one to diagnose. One must consider the lesion as a whole and then 
its component parts. The entire plaque looks like lupus erythematosus, for there 
are sharp demarcation, a somewhat elevated border and a change of color at the 
periphery. Some of the small papules could pass as miliary sarcoid, but I saw 
no lupus nodules. Microscopically, there is an infiltrate made up of different types 
of cells. Some of the cells resembled those of sarcoid and others seemed to indicate 
only a banal inflammation, All in all, I presume lupus erythematosus is the best 
diagnosis. 

Dr. Louris A. Brunstinc, Rochester: There has been improvement recently 
in the last patient after the intravenous injection of gold sodium thiosulfate. In 
the past, exposure to direct sunlight has aggravated the eruption. There is pro- 
nounced induration of the loose folds of the cheeks at this time, but in the earlier 
examination the surface changes were interesting, the appearance of tiny brownish 
red nodules suggesting lupus miliaris disseminatus faciei. The microscopic picture 
at present indicates the unusual combination of lupus erythematosus with sarcoid. 
There has been neither fever nor leukopenia and no apparent disturbance of gen- 
eral health. It is probable that the condition is lupus erythematosus disseminatus, 
in the subacute stage, plus sarcoid. 
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Arsenical Dermatitis with Pigmentation and Alopecia. Presented by Dr. 
Jesse A. TormacH and Dr. A. FRANKs (by invitation). 


M. H., a woman aged 25, is presented from the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital. In September 1938 
the patient was found to have a positive Wassermann reaction of the blood during the 
course of an examination by a private physician for a vesicular eruption on the 
hands. Intravenous injections of arsphenamine were begun at weekly intervals. 
After the second injection, a red raised lesion about the size of a quarter appeared 
on the flexor surface of the right wrist. After the fifth or sixth injection a cir- 
cumoral and supraorbital erythematous eruption developed, and the eyebrows 
began to fall out. After six doses of neoarsphenamine and six doses of a bismuth 
compound, she was given a rest period of one week, after which another course 
of treatment with an arsenical compound was begun. After the first injection in 
this series the eyelids, lips, face, legs and feet became swollen and red, and fever 
developed. The skin of the soles desquamated. Then a generalized erythematous 
patchy eruption developed. The patches peeled and turned dark brown, almost 
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black. The cervical lymph nodes were enlarged. The gums were dark, and the 
tongue, swollen. Although the patient was ill and the patchy erythematous erup- 
tion was present, a second dose of an arsenical was given. She became so much 
worse that administration of the drug was discontinued, and she was then given 
eleven doses of a bismuth compound at four day intervals. The scalp, pubic and 
axillary hair began to fall out about two or three weeks after the last dose of 
arsphenamine, with resulting total alopecia. 

The patient was admitted to Kings County Hospital on March 7, 1939, where 
she remained under treatment for eleven weeks, with substantial improvement. She 
was admitted to the Skin and Cancer Unit of the New York Post-Graduate Med- 
ical School and Hospital on July 31, and since then she has improved somewhat. 
The pigmentation is not as decided, and a few hairs have appeared on the scalp, 
Nausea and vomiting developed after an injection of glutathione, and she was 
hospitalized at the New York Post-Graduate Medical School and Hospital on 
August 26 and was discharged on August 31, improved. Subsequent treatment 
has consisted only of injections of sodium thiosulfate and liver extract. 

Urinalysis showed 20 pus cells per high power field, but the results were other- 
wise normal. No arsenic was found in the urine. The basal metabolic rate was 
—16 per cent. The complete blood count was within normal limits. Histologic 
examination showed a thin epidermis with a large amount of yellowish pigment in 
the basal cell layer. In the upper part of the corium there were numerous clumps 
of yellowish to brown pigment in an edematous stroma. The cellular reaction 
was slight. There was melanin in the upper part of the cutis and in the epidermis, 
There were granules in the lower part of the epidermis, as seen in arsenical pig- 
mentation. The Perl stain for pigment containing iron was negative. A bleach 
for melanin gave positive results. 

DISCUSSION 

Dr. IstporE RosEN: Eruptions and sequelae of this kind are occasionally seen 
after administration of drugs other than arsenic. In this instance cutaneous mani- 
festations developed after the patient had received a few injections, which should 
have been a warning against further treatment with the arsenicals. There is no 
question in my mind but that the condition is the end result of an arsphenamine 
dermatitis. 

Dr. Davin Bioom: The total alopecia in this patient seems to me not the 
form of alopecia which one sees during arsphenamine dermatitis and which is due 
to the direct action of the arsenic on the skin and its appendages. In this case 
the alopecia should be considered as probably due indirectly to the action of the 
arsenic on the endocrine glands or on the sympathetic nervous system, on which 
growth of hair depends. 

Dr. Eucene F. Traus: Some years ago at the International Congress in 
Copenhagen, Denmark, one of the members of this section reported a series of 
cases of alopecia (in some the loss of hair was partial and in others total) in 
which the condition was cured or improved after the use of sodium thiosulfate. 
Presumably the patients all had a high lead or arsenic content in the blood and 
urine. As there was a physician in Massachusetts at about the same time who 
had reported a series of 2,000 cases of chronic lead poisoning, I wrote to him 
and found that in none of his cases had alopecia been observed. In the patient 
presented by Dr. Tolmach the alopecia is similar to that seen in 2 or 3 of our 
patients, all of whom had had a severe cutaneous reaction following arsenic therapy 
for syphilis. In our cases the hair was restored completely after a number of 
years of treatment or with little or no local treatment. In all probability hair will 
be restored in this case, although it is impossible to state this with certainty. It is 
interesting to speculate on the exact mechanism of alopecia in these cases. 

Dr. Frank C. Comses: This case illustrates a point brought up by Dr. 
Osborne (Arco. Dermat. & SypuH. 18:37 [July] 1928) several years ago on the 
difference between the action of trivalent and that of pentavalent arsenic. The 
reticulated pigmentation on the cheeks corresponds well with the arteriole dis- 
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tribution. Osborne, in a microchemical study, showed that the bulk of trivalent 
arsenic is deposited in the corium around the arterioles and capillaries. 


Dr. CHARLES WoLF: It might be of interest to know the basal metabolic rate 
of this patient at the present time. I believe that her sympathetic nervous system 
was damaged to a certain degree by the toxic state which developed, and although 
the alopecia may eventually disappear, it may also be permanent. Endocrine or 
vitamin therapy might result in restoration of the hair. I should investigate her 
endocrine status and also give her a high vitamin diet and general tonic treatment. 
In other words, I do not believe in letting nature do all the rehabilitation. I do 
not know how much damage was done by the arsenic and perhaps also by the 
bismuth. She told me that she had a blue line on the gums; so she may have 
a combination of arsenical and bismuth toxic effect. 

Dr. HERMAN GoopMAN: I should like to ask Dr. Traub whether the patients 
in his series were males or females and whether they had a residual alopecia. 

Dr. Eucene F. Traus: Our patients were all females, and the alopecia of 
the scalp was total in all of them. 

Dr. E. Wittt1am AspraAMowl1Tz: According to this patient’s history the basal 
metabolic rate was —16 per cent. 

Dr. CHARLES WoLF: Under those circumstances my suggestion to give the 
patient pituitary and thyroid extracts is in order. I believe that she would be 
helped considerably. 

Dr. E, Witt1AM ABRAMOWITZ: It was stated in the histologic report that 
melanin was found in the section. Would Dr. Peck care to discuss that aspect 
of the subject? 

Dr. SAMUEL M. Peck: Melanin can be recognized by the experienced histo- 
pathologist in unstained sections by its distribution and general appearance. The 
test for iron will rule out the question of blood pigment. The melanin itself can 
be accentuated by means of silver nitrate stain. Patients who have a tendency to 
intense pigment formation, especially Negroes, often increase their normal pigment 
formation in the process of regeneration. If the inflammatory reaction in the 
melanoblasts is pronounced, there is a tendency for the pigment to be dropped 
below the epidermis instead of being carried upward and discarded with the scales. 
If the pigment is deposited to a great extent, the condition may be a form of auto- 
tattooing, which is sometimes observed in lichen planus after the injection of 
arsenic and the application of roentgen rays. 

Dr. HERMAN GoopMAN: Are the explanation given by Dr. Peck and the dis- 
cussion by Dr. Combes in accord? Doesn't it make any difference whether the 
arsenic which caused this patient’s pigmentation was trivalent or pentavalent ? 

Dr. Max ScHEER: It was stated that the pigmentation in this case was due 
to the pentavalent arsenical, with the presumption that pigmentation of this type 
does not occur with the trivalent arsenicals. Either kind of arsenic can produce 
a pigmentation of this kind. Some years ago I had a case of an irregular pig- 
mentation in a woman who had had psoriasis years before and who had taken 
solution of potassium arsenite (Fowler’s solution) for a long time. She had on 
her back the same type of reticulated pigmentation that this patient tonight shows 
on the face. Therefore, it is the arsenic itself and not the kind of arsenic which 
is significant. 


Lichen Planus Following Gold Therapy. Presented by Dr. EuGENe F. Travp. 


B. K., a woman aged 37, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. The patient now presents 
a generalized eruption of a few months’ duration which consists of irregularly 
shaped, large and small patches formed by the confluence of small erythematous 
papules. The papules tend to be flat topped and shiny, but many of the patches 
exhibit moderately fine scaling. There is a white striation on the mucous mem- 
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branes of the mouth, and the tongue is covered by discrete to confluent white 
flat-topped papules. On both feet there are bullae, those on the soles being rather 
deeply seated and yellow. 

DISCUSSION 


Dr. EuGeNE F. TrAus: Perhaps this case should have been reported as one 
for diagnosis rather than as a case of lichen planus following gold therapy, 
because I am unable to prove whether the gold compound the patient received 
was responsible for the present eruption. The patient had a previous attack of 
typical lichen planus eight years ago, for which she was treated at the same hos- 
pital. A short time ago, after the earlier eruption had completely disappeared, 
she was given injections of a gold compound for arthritis. The present eruption 
appeared after the second or third injection. The appearance of the eruption on 
the skin, buccal mucosa and tongue was rather typical of lichen planus. It js 
possible that she has an ordinary lichen planus which is in no way related to the 
gold therapy. On the other hand, it may be more than just a coincidence that 
the eruption appeared after the second or third injection of the gold compound, 
A piece of tissue removed for histologic study was reported to show a lichen- 
planus-like eruption in a case of gold dermatitis. Apparently the pathologist felt 
that he was able to state that the gold was responsible for the lichen planus, 
I believe that it would be interesting to have this point discussed more fully. 


Dr. Maurice J. Costetto: About a year ago I presented at the Manhattan 
Dermatologic Society (ArcH. Dermat, & SypH. 37:905 [May] 1938) a patient 
who had vitiligo and who was treated with gold sodium thiosulfate intravenously. 
The condition was definitely improved by the treatment, but after the ninth injec- 
tion an eruption developed in the vitiliginous areas which was indistinguishable 
from lichen planus. She also had lesions in the mouth. Another patient with 
vitiligo who was treated with injections of a gold compound presented a similar 
eruption. The toxic manifestations of gold salts given parenterally are not limited 
to cutaneous reactions. Recently I had occasion to observe a patient who was 
treated for arthritis by three large doses of gold salts. She subsequently died. 
I am inclined to believe that larger doses of gold are given by physicians other 
than dermatologists. A warning should be given to those who use large doses of 
gold salts, especially in the treatment of arthritis. Fifty milligrams of gold sodium 
thiosulfate, given intravenously, should never be exceeded. I believe that the 
lichenoid eruption presented by this patient is due to the toxic effects of gold 
salts given to her for the relief of her arthritis. 


Dr. FranNK C. Comses: I should like to repeat Dr. Traub’s question and ask 
some one experienced in histopathology whether it is possible for one not knowing 
the history of a case to distinguish histologically between true lichen planus and 
the lichen planus that supposedly follows administration of a gold compound or of 
arsphenamine ? . 

Dr. WILBERT SACHS (by invitation): It is my understanding that lichen planus, 
whether it follows exposure to sunlight or administration of gold or arsphenamine, 
is just lichen planus. However, it may be possible to make some suggestion as 
to the toxic process going on in addition to the lichen planus by studying the 
changes in the blood vessels and noting the large number of wandering connective 
tissue cells of the type one finds in a toxic process. I think that such a diagnosis 
can be made on the appearance of the microscopic picture. 


Dr. SAMUEL M. Peck: It is important to know whether the lichenoid erup- 
tions that appear on the skin after treatment with drugs also occur on the mucous 
membranes. Dr. Satenstein has always maintained that the lichen-planus-like 
eruptions due to drugs can be differentiated histologically from the true lichen 
planus by the increased depth of the infiltration of the former. 

Dr. HerMAN GoopMAN: May I ask what the diagnosis would be for the 
eruption on the abdomen if this woman had no lichen planus or lichen-planus-like 
eruption? Since the patient was in the hospital some eight years ago for an 
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ruption that was diagnosed lichen planus, might not the lesions in the mouth 
he residuals of eight years’ duration, and might not the patient have two derma- 
tologic conditions at the present time? 

Dr. EuceNE F. Traus: The gold therapy may have precipitated this eruption. 
The fact that the patient once had a typical lichen planus which did not follow 
any type of medication and the fact that it is known that this eruption may recur 
make it possible that the present eruption might have appeared coincidentally with 
the gold treatments. It is conceivable, however, that in a patient who is susceptible 
to lichen planus, gold therapy, which is known to produce lichen-planus-like erup- 
tions, could have at least precipitated the present attack. The facts that the 
eruption is fading rapidly with the cessation of treatment and that the process 
in the mouth began as an acute stomatitis which is now resolving into an eruption 
that could be mistaken for lichen planus suggest that the gold compound was the 
cause. The present attack is a new one, not a flare-up of a preexisting eruption. 
| repeat that the report of the histologic examination also seems to confirm the 
fact that the condition is lichen planus precipitated by gold. 


Dr. Lewis B. Rosinson: In the cases of eruptions due to gold compounds, 
many of the patients have a preliminary loss of the sense of taste and many have 
sore mouths. In this particular case the condition in the mouth may simply be 
a representation of the sore mouth which has assumed the appearance of lichen 
planus, and the rest of the eruption may be a gold dermatitis. 


A Case for Diagnosis (Drug Eruption? Lichen Planus? Pityriasis 
Lichenoides et Varioliformis Acuta?). Presented by Dr. SAMUEL 
FELDMAN. 


M. L., a woman aged 30, was referred to the department of syphilology of the 
Morrisania City Hospital from the antepartum clinic in May 1939. She was at 
that time in her third month of pregnancy. She said she had not had syphilis and 
had never had a sore or an eruption. However, a routine examination of her 
blood showed a 3 plus Wassermann reaction. She has never had any miscarriages. 
Her only child, a boy 6 years old, is alive and well, and her husband is in good 
health. The Wassermann reactions of both husband and son were negative. 
Examinations of the patient’s blood and urine were otherwise normal. The 
Wassermann reactions on two occasions in June were 2 plus and 3 plus. 

Because of the poor condition of the patient’s veins, she was unable to receive 
intravenous injections, and she was therefore treated with bismarsen intramuscu- 
larly. The dose administered was 0.2 Gm., twice a week for four consecutive 
weeks. After that her skin began to itch, and an eruption developed on the chest 
and the back. Arsenical medication was discontinued, and bismuth subsalicylate 
was substituted. With the change in treatment the eruption did not diminish in 
severity or extent. On the contrary, new crops appeared, involving new regions, 
until the eruption extended over almost the entire body. On the lower extremities, 
however, it was somewhat sparse. The lesions consisted of small papules, with 
an occasional larger lesion which was scaly in the center; the appearance was not 
unlike that of follicular pityriasis rosea. However, the lesions have undergone 
a gradual change and now present the following picture: There are numerous 
papules, not larger than a pinhead; some are globular, while others are flat, angular 
and shiny. There are numerous larger lesions about 0.5 cm. in diameter, some of 
which have a decidedly depressed, often scaly center, while in other lesions the 
center consists of a brown necrotic crust. No vesicles have been observed at any 
time. A few days ago some lesions appeared in the mouth which are suggestive 
of lichen planus. 

DISCUSSION 


Dr. Paut Gross: As far as I understand it, Dr. Feldman did not consider the 
diagnosis of pityriasis lichenoides et varioliformis but rather at first thought of 
pityriasis rosea. Lichen planus not infrequently resembles pityriasis rosea at 
the onset. 
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Dr. Leo Sprecet: This case is similar to one I presented about a year ago 
(ArcH. Dermat. & SypH. 38:470 [Sept.] 1938). My patient was being treated 
for early syphilis. He had a pronounced secondary eruption and a positive 
Wassermann reaction. After therapy the eruption disappeared, and while he was 
being treated a pityriasis-rosea-like eruption developed. After a number of weeks. 
the eruption changed, and when he was presented before this section the consensus 
was that the condition was lichen planus. The patient shown tonight presents a 
similar picture. As Dr. Feldman said, at first the condition looked like pityriasis 
rosea. This occurrence seems to be frequent after the administration of arsenicals. 
Subsequently the eruption changes and is diagnosed as lichen planus. The lesions 
on the forearms and wrists of this patient are lesions of lichen planus. 

Dr. ApoLPH ROSTENBERG: I have also observed a similar case. When the 
patient, a man, came to me at first he presented a typical eruption of lichen planus. 
I gave him solution of potassium arsenite (Fowler’s solution), and a few weeks 
later the lichen planus eruption seemed to disappear completely; in its stead I saw 
a typical eruption of pityriasis rosea. I was puzzled and thought I had made an 
error in my original diagnosis. But when the pityriasis rosea disappeared, the 
lichen planus eruption returned. Therefore, I believe that the arsenic produced 
the eruption that looked like pityriasis rosea and that the lichen planus was the 
original eruption. I believe that the condition in this case is similar: a toxic erup- 
tion occurring on top of a lichen planus eruption. 

Dr. IstporE Rosen: A clinical diagnosis in this case would be difficult if the 
lesions were not studied carefully. The first impression is that of an eczema, 
but on closer inspection one can readily recognize pinhead-sized lichen-planus-like 
papules. The question arises whether the condition is really lichen planus or 
whether it is a lichen-planus-like eruption, which is occasionally seen after the 
administration of the arsenicals. Histologic examination will establish this. 


Dr. EuceNne F, Traus: As so many cases of an eruption that is apparently 
lichen planus following some type of therapy are being presented, I suggest that 
the presentation of them be made in a more or less uniform manner. For example, 
this case was of lichen planus following the use of bismarsen, and my case was 
one of lichen planus following gold therapy. My suggestion is that the conditions 
be labeled, for instance, lichen planus following gold therapy. I think this should 
be done until such a time when it can be proved absolutely that the therapy was 
responsible for the eruption and not. just a coincidental factor. 

Dr. E. WILLIAM ABRAMOWITZ: It is of interest that at the last two meetings 
a group of cases should be reported with this condition appearing after the admin- 
istration of arsenic and of gold compounds. The literature on eruptions from 
heavy metals mentions a pityriasis-rosea-like eruption and a_lichen-planus-like 
eruption. There is considerable discussion as to whether the conditions are actually 
lichen planus or only lichen-planus-like. The evolution of the various types of 
eruption, from exfoliative dermatitis to lichen planus and from pityriasis rosea to 
lichen planus, has also been described. In this connection Dr. Rostenberg’s 
description of a case in which the eruption changed from lichen planus to pityriasis 
rosea and back to lichen planus again was interesting. The pityriasis-rosea-like 
eruption is mainly reported as due to bismuth, whereas the lichen-planus-like 
eruption has been mostly reported as caused by arsenicals and gold. I agree with 
Dr. Traub that there should be some uniformity in reporting these cases. The 
question of whether the condition in the case presented is lichen planus or a 
lichen-planus-like eruption due to a drug cannot of course be settled at present. 
It is known that when a patient has had lichen planus, sometimes there is a 
recurrence many years later. 

Dr. SAMUEL FELDMAN: As far as the question of syphilis is concerned, if the 
patient were not pregnant I should have studied the case longer before instituting 
treatment. I had to treat her immediately because of the pregnancy. As to the 
eruption, I cannot make up my mind that it is a true lichen planus, because I 
have not seen a true lichen planus with necrotic lesions such as she shows. 
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A Case for Diagnosis (Tertiary Syphilis? Moniliasis?). Presented by Dr. 

ANTHONY C,. CIPOLLARO. 

G. H., a man aged 53, is presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital. He had syphilis about twenty 
years ago, for which he received treatment. About four years ago the present 
eruption began on the lip, and gradually it spread to the chin. He has received 
different types of treatment, without any appreciable benefit, although during the 
past six weeks there has been some improvement as a result of four injections of 
a bismuth compound. 

Examination shows erythema and edema of the lip and chin. There are small 
indentations (vermiculate scarring) not only of the chin but also of the mucous 
membrane surface of the iower lip. On the dorsum of the tongue are white 
patches, not unlike those seen in cases of moniliasis. 

The Wassermann reaction of the blood and that of the spinal fluid were 
negative. The colloidal gold curve of the spinal fluid was normal. Urinalysis 
gave normal results. Examinations for fungi, by both microscopic and cultural 
methods, failed to reveal any. Histologic examination showed a superficial derma- 
titis with a cellular infiltration, predominantly of plasma cells. The epidermis 
was acanthotic. The granular layer was absent. The basal border was intact. 
Throughout the upper part of the corium there was an extensive and diffuse 
infiltration composed mainly of plasma cells. There was considerable edema in 
the subepidermal zone. The collagen bundles in the middle and lower parts of the 
corium showed parenchymatous edema. 


DISCUSSION 
Dr. Louis Turtpan: I think that this man has chronic lymphedema or 
elephantiasis nostras, such as is so often seen on the legs. He has edema of the 
lip and small vegetative lesions below the lip. I believe that the eruption has little 
to do with the syphilis at present but is due to a chronic inflammatory process 
with lymph stasis and lymphedema plus vegetations on the skin, such as are seen 


occasionally in lymphedema. 

Dr. FRANK C. Combes: I agree with Dr. Tulipan. This man probably had a 
syphilitic lymphangitis. Now he has an occlusion of the lymph vessels with solid 
edema of the lip. I do not believe that the lesions on the cheek and tongue are 
characteristic of leukoplakia. 

Dr. MAx SCHEER: One must make a diagnosis of some sort, and the diagnosis 
that suggests itself to me is a tertiary hypertrophic hyperkeratotic syphiloderm. 
Of course, this is a rare syphiloderm. The ones I have seen have occurred on the 
plantar surfaces and sides of feet in which there were decided keratoses. This is 
the first time I have seen such lesions on any other part of the skin. With the 
history and other factors taken into consideration, I think this is the correct 
diagnosis. It is borne out by the improvement which occurred after four injections 
of a bismuth compound. Unfortunately bismuth therapy was stopped, and improve- 
ment stopped also. I recommend a course of treatment with bismuth compounds 
and iodides. 

Dr. WILBErT SACHs (by invitation): The biopsy section showed a superficial 
dermatitis with a contact dermatitis on top of it, with a large number of plasma 
cells in the cellular infiltrate. There was no suggestion of tuberculosis in the 
section. It is possible, I think, that the large number of plasma cells may be 
due to some type of “id” and not to syphilis. 

Dr. HERMAN GOopMAN: This case is practically a counterpart of one I saw 
years ago. Dr. Williams thought that the condition might be esthiomene with 
blockage of the lymph vessels, that it was syphilitic and that it was on the lip 
rather than on the genitalia as with textbook esthiomene. The term esthiomene 
is used in this case to indicate not the named disease but an ulcerative granuloma 
and lymph stasis. The man had a tremendous edema of the lower lip, with 
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fungating lesions beneath. The only therapy that seemed to be successful was 
antisyphilitic treatment, in particular with iodides. 

Dr. Davin Broom: I wonder if Dr. Cipollaro considered another diagnosis, 
namely, sycosis. The vegetations on the chin and also the presence of a large 
number of plasma cells would fit in with such a diagnosis. The lymphedema of 
the lower lip could also be explained by the blockage of the lymphatics due to the 
inflammation produced by the pyogenic cocci. Although the destruction of one 
ala nasi would suggest the possibility of a syphilitic infection, I should not con- 
sider syphilis as a causative factor in the production of the lesion on the chin 
and lower lip. 


Dr. Maurice J. Costetto: I should like to add another possible diagnosis, 
The man stated that his eruption was precipitated by sunlight. The eruption was 
definitely improved after four injections of a bismuth compound. Since lupus 
erythematosus frequently improves after bismuth therapy and since the original 
eruption on the lip was not unlike lupus erythematosus clinically, I suggest it as 
a possible diagnosis and recommend that the patient be given gold salts intra- 
venously. 

Dr. SAMUEL FELDMAN: I want to correct a misconception about the lesion on 
the nose. The patient said that it was due to a gunshot wound. 


Infectious Eczematoid Dermatitis. Presented by Dr. Frank C. Compes. 


Y. K., an unmarried housewife aged 42, is presented from Bellevue Hospital. 
Her eruption consists of generalized fairly well defined moist lesions covered with 
seropurulent crusts and scales. The eruption has a predilection for the neck, chest, 
scalp, genitalia, ears and eyelids. There are many isolated and grouped follicular 
pustules. She complains of moderate pruritus. The eruption is of one year’s 
duration, with periods of temporary improvement after various types of treatment. 
The patient’s father died of diabetes mellitus, and her mother died of “heart 
trouble.” 

Examination of the blood gave normal results except for evidence of secondary 
anemia. The urinalysis revealed nothing abnormal except clumps of pus cells. 
Scrapings from the lesions showed staphylococci but no fungi. Roentgenograms 
of the chest and of the sinuses were normal. 

Treatment has consisted of a high vitamin diet and local use of aqueous solution 
of brilliant green (tetraethyldiaminotriphenylmethane sulfate) (0.5 per cent), 
paste of zinc oxide (plain), boric acid ointment, sulfur ointment (40 per cent) and 
solution of boric acid and resorcinol (2 per cent), as well as roentgen therapy (six 
doses, each of 75 r). The best results followed roentgen therapy. 


DISCUSSION 


Dr. Henry D. Nrces: At present, I think that the only possible diagnosis is 
seborrheic eczema. I believe the patient said that the eruption started on the 
umbilicus. There was no focus of infection or draining sinus, which one would 
expect with infectious eczematoid dermatitis; she has a seborrheic eruption on the 
scalp, and the eruption has a predilection for the seborrheic areas. One method 
of treatment not mentioned in the history which has had some success in cases of 
conditions like this is the use of a 1 or 2 per cent solution of gentian violet in 
K-Y lubricating jelly. This drug appears more effective in K-Y lubricating jelly 
than in aqueous or alcoholic solution or in other ointments. 

Dr. CHarLtes Wo.tF: This woman was a patient at the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital ten years ago, and 
at that time she had a solitary lesion on the nasolabial fold, for which I gave her 
roentgen ray therapy. The condition cleared up temporarily. At that time the 
diagnosis was seborrheic eczema, and that lesion was the only one. Tonight she 
gives me the impression of having another disease: moniliasis. She has many 
lesions that could well fit into that picture, and I suggest studies with that diag- 
nosis in mind. 
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Dr. E. WiLtt1AM ABRAMOWITz: Scrapings from the lesions revealed staphylo- 
cocci but no fungi. 

Dr. Davin Broom: I had occasion to observe this patient while she was at 
the Skin and Cancer Unit, and her eruption was always conspicuous because of 
an exudation of brownish serum in the lesions on the scalp, neck, ears and genital 
region. This fact suggested a streptococcic rather than a staphylococcic infection. 
The condition was Giagnosed as infectious eczematoid dermatitis, and 30 per cent 
sulfur in petrolatum was prescribed, which improved the condition considerably 
but did not clear it up entirely. 

Dr. E. Witt1AM ABRAMOWITZz: Since I have been administering concentrated 
(30 per cent) sulfur in petrolatum, I have been particularly interested in differ- 
entiating eruptions which are ordinarily called seborrheic eczema from those of 
infectious eczematoid dermatitis. The latter often appear in the seborrheic areas. 
There was a report from the Mayo Clinic of a case in which eruptions began 
about the ears and spread to other parts in which streptococci and staphylococci 
were found (J. A. M. A. 113:641 [Aug. 19] 1939). From the clinical standpoint 
the causative factor in producing the dermatosis could not be determined. The 
earlier report of Mitchell is also appropriate (J. A. M. A. 108:361 [Jan. 30] 1937). 
I was treating a woman who had a severe generalized eczematous eruption which 
started behind the ears and spread to the scalp, the folds of the breasts, the groins 
and the pubic region. I obtained about 50 per cent improvement with the 30 per 
cent sulfur, but new pustular lesions appeared. She also required treatment for 
a purulent vaginal discharge. I stopped the applications of sulfur and gave her 
sulfanilamide, 40 to 50 grains (2.6 to 3.2 Gm.) a day. The eruption was almost 
entirely gone by the end of the week, but administration of the drug had to be 
stopped, for she acquired a toxic eruption from the sulfanilamide and a sore throat 
(agranulocytosis). The eruption then began to return. I then began the use of 
ammoniated mercury ointment. Its results were better than those obtained with 
sulfur and almost as good as those observed with the sulfanilamide. In other 
words, I believe that this condition is a staphylococcic or streptococcic infection 
of the skin. 

Dr. Maurice J. Costetto: I had an opportunity to observe this patient at 
Bellevue Hospital for two months. She had a fair trial with sulfanilamide and 
sulfapyridine, with no beneficial effect on the eruption. Improvement followed the 
application of a 5 per cent aqueous solution of brilliant green tetraethyldiaminotri- 
phenylmethane sulfate) and paste of zinc oxide. 

Dr. Lewis B. Rozsrnson: I should like to report a similar experience. Many 
kinds of treatment had been tried in my case, with no results. I decided that 
turkish baths and cleanliness might be of some benefit and prescribed three baths 
a week, The eruption in the past three months has practically all cleared, so that 
I am inclined to think that sometimes cleanliness itself is enough. 

Dr. FRANK C. Combes: Cleanliness does help a lot of these puzzling derma- 
toses. Undoubtedly this woman is sensitive to some type of bacteria; cultures 
will be made of scrapings from her nose and skin. She has a seborrhea, but I 
take exception to the diagnosis of seborrheic eczema. It is true that the erup- 
tion involves primarily the so-called seborrheic areas, but there are other 
eruptions, particularly moniliasis, that have a predilection for those areas. She 
showed some temporary improvement with sulfur therapy. Dr. Costello has said 
she improved with brilliant green. I think she responded best to roentgen therapy. 
She has always improved temporarily with any treatment, only to relapse. 


A Case for Diagnosis (Atrophic Glossitis?). Presented by Dr. Henry D. 
NILEs. 


L. G., a woman aged 26, was seen at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on June 15, 1939, complaining of a 
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burning sensation and lesions on the dorsum of her tongue of at least seven years’ 
duration. Her mother has had a similar condition for at least twelve years. The 
maternal grandmother is reported to have had a similar condition on the tongue. 
The patient’s father and sister are normal. 

The patient complains of an occasional burning sensation and patches on the 
dorsum of the tongue and small lesions on the buccal mucous membrane. The 
condition remained unchanged after the patient stopped smoking for eighteen 
months. The burning sensation in the mouth began before any lesions were seen, 
The tongue always feels dry and is irritated by hot liquids. Her diet is adequate. 

Examination shows on each side of the dorsum of the tongue an oval, some- 
what shiny, flat grayish atrophic patch devoid of papillae. The patches are not 
infiltrated. There are no other lesions in the mouth. The teeth are well formed 
and have no rough edges. There are only amalgam fillings. 

Several Wassermann tests of the blood, the last one on July 6, have given 
negative results. A blood count on July 6 showed 82 per cent hemoglobin and 
4,130,000 red cells per cubic millimeter. 

The patient has been given many topical applications, roentgen ray treatments, 
dilute hydrochloric acid, vitamin tablets and nicotinic acid (50 mg. twice a day), 
without improvement in the feeling or appearance of the tongue. 


DISCUSSION 


Dr. Eucene F. Traus: Among the congenital anomalies, various types of 
atrophy have been described; and although I must admit that I have never seen 
the familial type of atrophy of the tongue, I see no reason why the condition in 
this patient would not fit into such a category. The girl’s mother had a type of 
atrophy somewhat similar to that shown by the patient. In addition to the atrophic 
condition, she had a pigmented spot on the lateral side of the tongue which might 
have been some type of nevus or congenital anomaly. This, together with the 
fact that the grandmother was similarly affected, certainly suggests a hereditary 
type of congenital anomaly, presenting the appearance of an atrophic glossitis. 

Dr. Davin BLoom: Siemens of Leyden, who has done much work on hereditary 
conditions of the skin, has mentioned certain conditions of the tongue as hereditary 
but not this type of atrophy. It is of great interest to have on record this con- 
dition occurring in daughter, mother and possibly grandmother. 

Dr. ApotpH RosTtENBERG: This patient reminded me that she had been to see 
me about ten years ago. As I remember, she had practically the same condition 
then that she has now. I believe that it is congenital and that some one called 
her attention to it and she is frightened. Subjective symptoms are slight and of 
a functional nature. I should not treat her at all, as treatment would only 
aggravate the condition and not cure it. 

Dr. HERMAN GoopMAN: The malady probably has occurred in the mother, 
grandmother and daughter, but perhaps the conditions under which they live have 
something to do with it. Each one not only shows a smooth tongue but also 
complains of a burning sensation of the tongue. 

Dr. Louis Tutipan: I believe that there is a condition described as superficial 
smooth atrophy of the tongue (Hazen, H. H.: Atrophy of Mucous Membranes, 
J. Cutan. Dis. 34:801 [Nov.] 1916). This girl has atrophy, and I believe it comes 
under this heading. 

Dr. Henry D. Nuzes: I also considered lichen planus. I have examined the 
patient several times but have seen no lesions on her integument or on the buccal 
mucosa. One cannot ignore the family history. The mother has definite changes 
on the tongue, although they are not as conspicuous as those on the daughter’s 
tongue. I neglected to mention the question of diet and vitamin deficiency. I inves- 
tigated this point and found that the patient has a definitely adequate diet, as has 
the mother. I felt, as some of the speakers did, that the condition was no doubt 
congenital and hereditary and probably of no importance. I considered that it 
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would be good psychotherapy to present the patient here and to tell her later the 
opinion of this section, She has no cancerophobia, as one might expect in such 


a case. 


Leukoderma Acquisatum Centrifigum (Sutton). Presented by Dr. Davin 
3LOOM. 

B. C., a girl aged 15, is presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, complaining of an eruption 
on the face of two years’ duration. On both cheeks are several round depigmented 
lesions, of which one shows a central pinhead-sized pigmented spot and two 
surround a lentil-sized raised pigmented nevus. Near the right angle of the mouth 
is a pea-sized slightly depigmented area without any central pigmented spot or 
nevus. One nevus appeared two years ago, shortly before the depigmentation 
developed. 

The patient has had two treatments with a quartz mercury vapor glow lamp 
following the application of oil of bergamot. 

DISCUSSION 

Dr. SAMUEL FELDMAN: Why use the name leukoderma centrifugum acquisitum, 
when the condition is not centrifugal or acquired? It is a nevus and always has 
been. Why not call it a nevus? 

Dr. HERMAN GoopMAN: The name should be perinevoid vitiligo. There are 
two types: one which begins as a black spot, with the white area appearing around 
it, and the other which begins as a white ring, with the black spot appearing in it 
later. There is no way to distinguish one from the other. I watched one boy for 
many months and never saw any change. There is a beautiful picture of this 
condition in Sutton’s book (Sutton, R. L.: Diseases of the Skin, St. Louis, C. V. 
Mosby Company, 1928, p. 633). 

Dr. Davip Bioom: I am inclined to agree with Dr. Feldman in regard to the 
best name for this type of lesion. I also believe that the depigmentation is nevoid 
and that the name should express it. However, I did not feel that I should use 
another name, as long as no term has been settled by the authorities. 

Dr. SAMUEL FELDMAN: In a paper read some years ago (ArcH. Dermat. & 
SypH. 34:590 [Oct.] 1936), I presented cases in every one of which there was a 
dark spot. The depigmented area was in 1 case a true anemic nevus. Whether 
the white areas appear afterward, are concurrent or appear before, the nevi are 
of two types: the single spot, which is a real nevus with nevus cells, and the white 
area, in which the pigment is completely lacking. 





LOS ANGELES DERMATOLOGICAL SOCIETY 
Curis HAtitoran, M.D., Chairman 
SauLt S. Rosrnson, M.D., Secretary 


Oct. 10, 1939 


Lupus Erythematosus Involving the Lips. Addison’s Disease? Presented 
by Dr. Saut S. Rosrnson. 


J. P., an unmarried Negress aged 37, states that about two years ago an 
eruption developed on the lips. Subsequently the neck, the upper part of the 
back, the preauricular regions and the upper part of the thorax became involved. 
There have been periodic improvement and exacerbation, the latter occurring at 
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the time of the menses. Exposure to sunlight makes the eruption worse. There 
is a history of healed fibroid pulmonary tuberculosis in 1925 and lupus yul- 
garis (7) of the face in 1927. 

The patient is peorly developed and poorly nourished and is of the asthenic 
type. There is a generalized yellowish brown pigmentaticn involving the buccal 
mucosa. The lips show scaling, atrophic brownish red plaques, with punctate 
scaring. 

A blood count revealed 74 per cent hemoglobin, 4,180,000 erythrocytes per cubic 
millimeter, 12,000 leukocytes per cubic millimeter, 70 per cent polymorphonuclear 
neutrophils, 20.5 per cent lymphocytes and 9 per cent monocytes. The Wassermann 
and Kahn reactions of the blood were negative. The sputum examination revealed 
no tubercle bacilli. The urinalysis was normal. 

An improvement in the lesions followed the administraticn of sodium jodo- 
bismuthite. ° 

DISCUSSION 

Dr. ArTHUR FLetcHER Hatt, Jr.: I agree with the diagnosis of lupus 
erythematosus involving the lips, but I do not suspect the presence of Addison's 
disease. 

Dr. Witt1AM H. GOECKERMAN: The condition impressed me as a Senear- 
Usher syndrome. This particular type of eruption is being discussed as lupus 
erythematosus cr pemphigus. In my opinion it is a vesiculobullous lupus ery- 
thematosus. 

Dr. Max J. Worrr: I thought that the condition was lupus erythematosus 
of the skin and mucous membranes. 

Dr. H. SUTHERLAND CAMPBELL: I do not think Addison’s disease is the 
diagnosis. The patient seems to have a rather vivacious character, while lassitude 
is the rule in Addison’s disease. 

Dr. Saut S. Rosrnson: This patient has been seen by different physicians in 
the past years, and they have always remarked about the peculiar pigmentation. 
A physical examination in the clinic showed low blood pressure and weakness. 


Pachyonychia Congenita. Dermatitis of the Hands. Presented by Dr. C. 

RussELL ANDERSON. 

Mrs. B. R., an American nurse aged 57, complains that for seventeen years 
all the nails of the fingers and toes have been thickened, striated and discolored. 
The nails are so hard that she experiences difficulty in trimming them. For 
twelve years she has had horny papules on the plantar surface of the feet. The 
papules first appeared after the beginning of her occupation as a nurse, with its 
long hours of standing. At times the papules beccme painful, and she digs out 
the horny plugs. The patient was first seen on Aug. 29, 1939, when she presented 
an acute dermatitis of the face, neck, hands and forearms. Ten days ago there 
was a recurrence of the dermatitis after the use of mazon ointment (a proprietary 
preparation containing a coal tar distillate and zinc oxide). One daughter has 
similar changes in the nails, but to a lesser degree. The daughter has no palmar 
or plantar hyperkeratoses. 

All the nails are thickened, hard and brownish and present numerous close-set 
undulating striations. On the heels and adjacent areas of the arch of the foot are 
multiple discrete pinhead-sized to split pea-sized horny papules. There is a 
subacute dermatitis on both hands. 


DISCUSSION 
Dr. Saut S. Rosrnson: I wonder if the possibility of pustular psoriasis has 
been ruled out. There is a suspicious lesion on one elbow that may fall into 


that group. ; 
Dr. C. RusseELt ANDERSON: In this case of genodermatosis all the nails are 


involved. The nails are thickened and discolored, present closely set undulating 
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transverse striaticns of the surface and lack the lunulas of normal nails. The 
symmetric hyperkeratosis of the soles complete the picture. A daughter who has 
the identical dystrophy of the nails lacks the plantar. hyperkeratosis. However, I 
m sure this condition will occur eventually as it did in her mother. 


al 


Dermatitis Herpetiformis Perstans. Presented by Dr. Max J. Wotrr and 
Dr. JoHn D. Rocers (by invitation). 


E. M., a man aged 32, presents an eruption on the shoulders of three years’ 
duration. The eruption appeared for the first time three years ago in the form 
of a blister on the right shoulder. Small blisters soon appeared about this initial 
lesion. An ulceration appeared in this area the size of a half-dollar and persisted 
for three and one-half months before healing with treatment. In the meantime 
vesicular areas appeared on the back which did not heal. There are no subjective 
symptoms. During the past five mcnths the patient has not been free from lesions 
at any time. 

The dermatologic examination reveals a herpetiform eruption on the shoulders, 
with an advancing margin. Some bullous lesions are also present. There is some 
atrophy at the site of healed lesions. Slight erythema is present about the vesicular 
and bullous lesicns. 

The feces and urine were normal. The Wassermann reaction of the blood 
was negative. 

The therapy consisted of the local application of one-fourth erythema doses 
of roentgen rays (75 r), ultraviolet radiation, aniline dye and an ointment con- 
taining chlormercuryphenol. The patient was also given a series of eight smallpox 
vaccinations. There has been no improvement from any therapy. 


DISCUSSION 
Dr. NELSonN PAuL ANpERSON: I believe that the condition in this case is 
dermatitis herpetiformis repens recurrens. In Atlanta the condition would be called 
familial benign pemphigus (Hailey), while in Baltimore it would be termed Darier’s 
disease with bullous lesions. The fact remains that this is one and the same 
clinical entity. I think that a review of these articles will show that they deal 
with the same disease. Strangely enough, this patient is unable to recall any 
members of his family who have this disease. I should like to see another 
microscopic section from one of the lesions on the right shoulder. For treatment, I 
recommend a few therapeutic doses of sulfanilamide. 


Dr. WitttAM H. GoECKERMAN: I have nothing to add. To me this case 
seems to be the most interesting one of the evening. If Dr. Anderson’s discussion 
is correct, the condition is a new entity that I could not put a label on. It is 
not an ordinary herpes. 

Dr. SAMUEL Ayres Jr.: This case corresponds to the group of 5 cases I 
reported as herpetiform dermatitis repens. The eruptions often begin with lesions 
which resemble herpes simplex. They heal centrally and then slowly spread 
peripherally like dermatitis repens. I had my first case the first year I came to 
Los Angeles, nineteen years ago. I have since had 5 cases that were identical. 
In all there were lesions around the neck. I should like to hear about any addi- 
tional ones. I have not been able to find any permanent cure. All the patients 
would respond to a few fractional doses of roentgen rays, but the condition would 
come back again. I think that it is the same picture Pels and Goodman described 
(Arch. Dermat. & Sypu. 39:438 [March] 1939) and the same one which the 
Haileys (Arcu. Dermat. & SypH. 39:679 [April] 1939) described recently under 
the name chronic benign familial pemphigus. Which designation is better I do 
not know. The designation herpetiform dermatitis repens is purely descriptive, 
suggesting a resemblance to herpes simplex and to dermatitis repens. The name 
was not intended to suggest an etiologic relation to either condition or to dermatitis 
herpetiformis. 
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Dr. Kenpat Frost: I have a patient with lesions of this type who has been 
regularly under my observation for about eighteen years. After observing him 
for some years, I finally made a diagnosis of pemphigus of the Senear-Usher 
type. The lesions in the patient presented today were identical with a phase 
through which the lesions pass in my patient. I also believe that the cases which 
Dr. Ayres has been describing belong in this group. 

Dr. H. SUTHERLAND CAMPBELL: I feel that the case should fall in the first 
mentioned category. 

Dr. Saut S. Rosrnson: I have at present under my care a brother and 
sister with this disorder, which has been recurrent four to five years. In this 
instance the sister has only been seen one and one-half to two years. I had 
success with calcium gluconate injected intravenously. Often roentgen rays and 
local applications failed to heal the disease. 

Dr. Max J. Worrr: I saw the patient for the first time this evening, [| 
was impressed by the fact that some of the patches suggested atrophy. 


Multiple Benign Epitheliomatosis. Presented by Dr. Max J. Wotrr and Dr. 

Joun D. Rocers (by invitation). 

E. S., a retired druggist aged 72, presents a scar in the left gluteal region at 
the site of removal of a fungating mass. Scaling oval lesions have been present 
on the chest, back and abdomen for two and one-half years and have recently 
spread to the gluteal and inguinal regicns. 

The lesions on the trunk are multiple oval brownish red macular plaques. 
The histologic examination of tissue removed from the fungating mass showed 
basal cell epithelioma. 

DISCUSSION 

Dr. Netson Paut ANpeERSON: I believe that this eruption is due to arsenic. 
He has one arsenical keratosis on the flexcr aspect of the right index finger. 
He is a druggist,‘and he probably has taken arsenic during his lifetime, although 
he states that he has not. 

Dr. H. SuTHERLAND CAMPBELL: [ agree with the diagnosis. 

Dr. KENDAL Frost: I thought I could see tiny punctate keratoses along the 
side of the palm. 

Dr. Witttam H. GoECKERMAN: [ would rather call the lesions superficial 
than benign, because some of them, while they last for years, eventually become 
prickle cell carcinomas. 


Lupus Erythematosus. Presented by Dr. Wiut1am H. GOECKERMAN. 


L. I. H., a man aged 42, presents a slowly spreading lesion on the scalp of 
several years’ duration. There are‘old scarred areas of lupus erythematosus on 
the face that have been treated with radium. The physical examination reveals 
arsenical keratoses on the palms and fingers. On the frontal region of the scalp 
is a palm-sized area showing characteristics of lupus erythematosus. 

The case was presented for therapeutic suggestions. The lesions on the scalp 
present an individual problem. The patient has had radium therapy for facial 
lesions, with satisfactory results, and believes that he should have the benefit of 
such treatments for the scalp also. He has had injections of bismuth compounds 
and gold compounds, applications of solid carbon dioxide and removal of foci of 
infection. 

DISCUSSION 

Dr. H. SuTHERLAND CAMPBELL: This patient came to see me some three or 
four months ago. At that time he appeared to be under great nervous stress. 
He gave a somewhat rambling history of having been treated for several years 
by different dermatologists and stated that he had received many injections of a 
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gold compound. He concluded by stating that now “they want te x-ray my head.” 
[ informed him that the best thing for him to do was to go away and forget about 
the condition for a while, as a rest from therapy might benefit him. He returned 
some three weeks later much tranquilized; he was given some ichthammol salve 
and told to use it for a few weeks. He returned a fortnight later, and I was 
much surprised at the local benefit, whether from the rest period, the ichthammol 
or his own economy. I did not see him after that until tonight. 


Dr. SAMUEL Ayres Jr.: I presume the question of focal infection has been 
taken care of. How long is it since he has had gold therapy? I should be 
inclined to give him another course of gold treatments. Sometimes when 2 person 
does not respond at one time he may do so at another time. 


Dr. KENDAL Frost: I saw this man in 1937. He had been treated with solid 
carbon dioxide and radium but not with gold compounds. He wanted treatment 
with plastic surgical procedures, which had been used on some lesions on the 
face without their recurrence. I advised him to have gold therapy, as he had 
never had that, and gave him twenty injections of a gold compound, the last 
five being of 100 mg. each. He did not improve and may have even become a 
little worse. The step I wanted to take was to combine gold and solid carbon 
dioxide, but he refused. I gave sulfanilamide or azosulfamide (neoprontosil ; 
disodium 4-sulfamidophenyl-2'azo-7'-acetylamino-1'-hydroxynaphthalene-3’,6’-disul- 
fonate) to a group of patients with chronic discoid lupus erythematosus at the Los 
Angeles County Hospital last spring, without any change in the condition, and 
decided that the drugs were worthless in this disease. 


Dr. C. Russett ANDERSON: The use of sulfanilamide in the treatment of 
lupus erythematosus proved disappointing to me. I had 1 patient with sub- 
acute disseminated lupus erythematosus in which dissemination occurred after 
two days’ use of azosulfamide (neoprontosil). Recently varicella developed in a 
patient of mine who had chronic discoid lupus erythematosus which had proved 
resistant to all treatment. Ten days later there had occurred a good 90 per cent 
clearing of all the lesions. This suggests the use of nonspecific measures, such as 
foreign protein therapy. Some time ago Dr. Samuel Becker of Chicago told 
me of a patient of his who had chronic discoid lupus erythematosus which was 
resistant to all treatment and in whom the use of potassium iodide produced 
clearing of the lesions. 

Dr. H. SUTHERLAND CAMPBELL: I think that these observations are common 
in regard to lupus erythematosus. I have had 4 or 5 cases in which adequate 
gold therapy had been given, with little to no result. In each case the condition 
cleared up rather spectacularly after therapy with iodobismitol. 

Dr. ARTHUR FLETCHER HALL Jr.: A strict salt-free diet might be combined 
with whichever form of treatment may be decided on. I have had 2 patients 
who responded at first to gold therapy and later showed no further response 
until they were given a salt-free diet, when they improved tremendously, only to 
relapse when the diet was ignored. Gold sodium thiosulfate was continued along 
with the diet. 

Dr. Harry P. Jacorson: I subscribe to the diagnosis of lupus erythematosus, 
as presented. It is agreed more or less, of course, that this clinical entity prob- 
ably represents a cutaneous reaction to a focus of infection of one kind or another. 
The successful therapeutic management of these cases usually depends on the 
enhancement of the immunity mechanism of the patient by medicaments and 
therapeutic agents of various sorts. In some cases injections of a gold compound 
answer the purpose. At other times a bismuth compound serves just as well. 
Then again, neither of them seems to influence the condition. I have observed 
an occasional case in which the condition responds fairly satisfactorily to non- 
specific protein medication in the ferm of defatted boiled milk injected intra- 
muscularly. I believe that it would be worth while to try this method of treatment 
in this particular case. 
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CHICAGO DERMATOLOGICAL SOCIETY 
Epwarp A. O.iverR, M.D., President 
HERBERT RATTNER, M.D., Secretary 


Oct. 18, 1939 


Lupus Erythematosus (Extensive). Presented by Dr. Francis E. Sener 
and Dr. Earte R. Pace (by invitation). 


M. C., an Italian woman aged 50, was sent to the dispensary of the Research 
and Educational Hospital, University of Illinois, on Oct. 2, 1939, with an erup- 
tion of about four months’ duration. It involves the arms, the upper part of the 
chest and shoulders, the neck and the areas about the ears and temples, and con- 
sists of small papules to coin-sized patches, often confluent, and on the temporal 
scalp reaching the size of half a palm. They have a striking violaceous color, 
and many papules and annular groups strongly resemble those of lichen planus. 
Follicular accentuation is notable in the scalp lesions, and on the interscapular 
area it reaches the proportions of lichen spinulosus. On the sides of the neck 
particularly the skin is thickened, becoming almost vegetative in places. There is 
little or no loss of hair in the scalp lesions (present about six weeks) and no 
visible atrophy. There are no lesions on the mucous membranes of the mouth. 
The patient has lost 12 pounds (5.4 Kg.) and has unusually severe headaches. 
Pruritus is moderate. 

The Wassermann and Kahn reactions were negative. The white blood cell 
ccunt was 6,100 per cubic millimeter, with normal differential values. Histologic 
examination of a well developed lesion on the neck was reported by Dr. M. R. 
Caro. 

There was a thin scale. The epidermis was thinned over the infiltrated areas 
and slight edema showed, especially in the basal cells. In the upper part of the 
corium there were many nests of densely packed cellular infiltration that formed 


nearly a continuous layer. These were composed largely of lymphocytes. About 
a hair follicle and about the superficial blood vessels there were mantles of the 
same cellular infiltration. 


DISCUSSION 

Dr. Louis A. BruNstING, Rochester, Minn.: It is my opinion that this 
condition is lichen planus, from the clinical and microscopic standpoint. Lupus 
erythematosus to this extent would ordinarily be associated with a much more 
systemic reaction. 

Dr. M. E. OBeRMAYER: Clinically the condition resembles lupus erythematosus. 
The loss of hair and the distribution of the lesions are in favor of that diagnosis. 
Locking over the slide, however, F found the histologic picture to be hardly com- 
patible with lupus erythematosus but rather typical for lichen planus. I agree 
with Dr. Brunsting as to the latter diagnosis. 

Dr. Oxrtver S. Ormssy: While there may be some question in diagnosis 
between subacute lupus erythematosus disseminatus and lichen planus, I do not 
believe that the absence of constitutional symptoms would rule out lupus ery- 
thematosus. I have seen a number cf patients with the subacute variety, with 
no constitutional symptoms, who had as extensive an eruption as is present here. 
The condition will probably prove to be subacute disseminated lupus erythema- 
tosus rather than lichen planus. 


Dr. S. W. Becker: There was some thinning of the epidermis in the sections, 
which I do not believe would be present in lichen planus. A point which was not 
emphasized and which is important is the spinous nature of the lesions. In patients 
of this type in whom gold dermatitis develops the dermatitis would be of the lichen 
spinulosus type. I also believe that this condition is lupus erythematosus. 
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Dr. Maurice OPPENHEIM (by invitation): I consider the condition to be 
chen planus. The atrophic areas are bluish, whereas lesions of lupus erythema- 
tosus should be reddish. The histologic observations of hyperkeratoses, round 
ell infiltrations, certain changes in the blood vessels and the presence cf a space 
between the infiltrate and the cutis, which is never seen in lupus erythematosus, 
indicate the diagnosis of lichen planus. 

Dr. M. R. Caro: About six years ago (ArcH. Dermat. & Sypu. 29:477 
[March] 1934) I presented before this society a case almost identical with this 
as a case of lichen planus. The histologic picture was also similar. At that iime 
Dr, Finnerud made the statement that when the condition resembles both lupus 
erythematosus and lichen planus it is usually lupus erythematosus. My patient’s 
course at that time showed that statement to be true. I think that in the present 
case the histologic picture is consistent with the diagnosis of lupus erythematosus. 

Dr. HERBERT RATTNER: During the time that it was my duty to watch the 
society transactions carefully, there were 4 or 5 cases reported in which the 
diagnosis was either lichen planus or lupus erythematosus. As I recall, in each 
instance the final diagnosis was lupus erythematcsus, 

Dr. Francis E. SENEAR: Last month Dr. Wile showed me a patient at Ann 
Arbor with a condition similar to the one presented today. In his patient too 
the lesions were notably spiny and had the clinical appearance of lichen planus 
pilaris in that the lesions were grouped. That patient had definite lichen 
planus lesions in the mucous membrane and a typical histologic picture of 
lichen planus. When I saw the present patient about two weeks ago I was 
struck immediately by the resemblance and felt that the condition was probably 
lichen planus. I do net think the color can be used as a differentiating point in 
this case. The patient is of Italian origin and has a distinctly dark skin. I think 
that lupus erythematosus is frequently seen in dark-skinned patients with changes 
in color similar to those in lichen planus. While it is known that lichen planus 
occurs on the face, I feel that the condition in this patient will prove to ‘be lupus 
erythematosus, in spite of my original cpinion to the contrary. 


A Case for Diagnosis (Atypical Psoriasis?) Presented by Dr. Davin V. 

OMENS. 

G. F., an American housewife aged 39, presents on both hands and feet a 
sharply defined patchy erythematous condition of the skin, with involvement of 
all the nails, of three and one-half years’ duration. The skin is infiltrated and 
somewhat atrophic and presents scaling. The patient has been married for fifteen 
years; she has two children, aged 14 and 10 years, respectively; her third preg- 
nancy terminated in a miscarriage at five months. Her husband is living and 
well; the family history is not significant. Serologic tests of the blood gave 
negative results. The patient would not grant permission for a biopsy. 


DISCUSSION 

Dr. E. P. Zetster: I think that the diagnosis should rest between pityriasis 
rubra pilaris and a symmetric keratoderma. 

Dr. M. E. OBERMAYER: This condition is a pscriasiform eruption, and I cannot 
understand how ordinary psoriasis can be ruled out without a biopsy. Clinically 
the diagnosis rests between psoriasis and pityriasis rubra pilaris. 

Dr. Otto H. Foerster, Milwaukee: I believe that psoriasis should be con- 
sidered first and pityriasis rubra pilaris second. 

Dr. M. J. Reuter, Milwaukee: This woman has atrophy and whitish striae 
on the tongue, which brings up the questicn of so-called submucous thrush. In 
addition, there is slight involvement of the angles of the mouth. 

The entire picture could possibly be explained on the basis of moniliasis, and 
it might be well to have cultural studies made. 
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Dr. Maurice OPPENHEIM (by invitation): The diagnosis in this case seems 
to me to be a tineal infection, because the margins of the lesion are round and 
the scales are attached at the periphery and raised from the central base. 


Dr. Louris A. BruNSTING, Rochester, Minn.: The diffuse smooth keratoderma 
of the palms and soles is not related to a fungous infection, although the con- 
dition of the nails and the involvement of the skin might be interpreted in that 
way. I agree that the condition is perhaps atypical psoriasis. There is smooth 
atrophy of the tongue, which is probably distinct from the dermatologic condition, 
and it may be well to study the gastric secretions for absence of hydrochloric 
acid and the blood for evidence of pernicious anemia. Mention has been made of 
submucous thrush. It is my experience that conditions thought to be thrush 
usually prove to be lichen planus or lupus erythematosus, if the cases are observed 
over a sufficiently long time. 


Arsenical Pigmentation and Keratoses First Manifested in Patient at 
the Age of Six Years. Presented by Dr. J. R. WessTER (by invitation) 
and Dr. W. W. Tosin (by invitation). 


A. F., aged 8% years, is presented from the outpatient department of Chil- 
dren’s Memorial Hospital. 

At birth there was cerebral hemorrhage necessitating spinal puncture which 
cleared the immediate symptoms, but the child has since had some choreiform 
and epileptifcrm symptoms. Four and one-half years ago a physician gave him 
solution of potassium arsenite, 3 drops four times a day for a while, but later 
the dose was taken once a day. He continued to take this dose for two years. 
At the end of this period a more or less generalized dermatitis developed. When 
this condition subsided the patient’s family became aware that there was a change 
in the color of his skin. It is not clear from the history as to when the skin of 
the hands and feet became rough. He has taken no more soluticn of potassium 
arsenite since that time. 

The texture of the skin as a whole is rather harsh and dry, and on the 
covered portions of the body and extremities, especially noticeable about the 
axillas, there is a mottled, grayish brown pigmentation. In addition to this there 
are moderate diffuse keratotic scaling of the palms and soles and sides of the 
feet and small localized punctate keratoses. 

The Wassermann reaction of the blood was negative. Scrapings from the 
feet failed to show the presence of fungi either in potassium hydroxide prepa- 
rations or in culture. A Reinsch test performed on hair clippings last month (two 
years after discontinuance of arsenic medication) gave negative results for arsenic. 


DISCUSSION 


Dr. Francis E. SENEAR: I cannot recall ever having seen arsenical derma- 
titis in a child of this age. 

Dr. Epwarp A. OLIverR: Years ago I saw a boy in the Children’s Memorial 
Hospital who had been taking 1 Gm. (15 grains) of arsenic a day for five years. 
Plantar and palmar keratoses developed. 

Dr. W. W. Tosrn (by invitation): We showed this patient largely for sug- 
gestions as to treatment. We intend to try agerite alba in a patch test on some 
covered portion of the body to determine whether depigmentation will occur. 

Dr. Epwarp A. Ottver: I think that it is unusual for children to show such 
a reaction to arsenic, because they generally tolerate it. 

Dr. Oxtver S. Ormssy: I believe that sodium thiosulfate might help; in adults 
it has been of service in my experience. 
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A Case for Diagnosis (Neurodermatitis Gigantea?). Presented by Dr. Max 
S. WIEN and Dr. A. H. SLEPYAN (by invitation). 


Miss G. W., aged 25, states that for the past year she has had a quadrilateral 
patch of thickening of the skin on the left side of the neck and that the patch is 
gradually getting wider and thicker. There are no subjective sensations. 

Histologic slides prepared under the direction of Dr. M. R. Caro and slides 
examined by both Dr. Caro and Dr. Slepyan revealed the following picture: 
the epidermis as a whole was irregularly acanthotic. There was an occasional 
zone of parakeratosis, while the granular layer for the most part appeared normal. 
In the upper rete there was considerable vacuolation of the rete cells, with intra- 
cellular edema. In the cutis the small capillaries were dilated, and there was a 
perivascular infiltration of round cells. Numerous chromatophores were scattered 
through the papillary zone. The elastic and collagen fibers appeared normal. 

DISCUSSION 

Dr. M. R. Caro: I thought that histologically the lesion was a lichenification. 

Dr. Max S. WiEN: When we first saw this patient we suspected the possi- 
bility of Unna’s cardlike scleroderma, but the histologic section did not confirm 
this diagnosis. A localized patch of amyloidosis was also considered. In view 
of a report by J. Merenlander I suggested this diagnosis, and I am happy to have 
it confirmed by the discussers and by the histologic section. 


Bullous Lupus Erythematosus. Presented by Dr. Davin V. OMENs. 

D. M., an unmarried Bulgarian aged 67, presents on the face, neck and scalp 
a mildly inflammatory, sharply defined process, with atrophy of the involved 
areas and discrete bullae situated on these areas. The condition is of eight 
months’ duraticn. 


Tuberculosis Verrucosa Cutis. Presented by Dr. S. W. BeEcKER and 

Dr. M. E. OBERMAYER. 

F. D., a man aged 47, was in the clinic on June 8, 1939. He presented an 
eruption on the left thumb which had started four years before as a paronychia 
with pus formation. The latter condition healed, and the present lesion spread 
from that area and has remained ever since. There are no subjective symptoms, 
but he “picks on it” to a certain extent. There is moderate to considerable 
improvement in the summer, but the condition has never been completely absent. 
Two years ago two injections of arsphenamine were given, without any effect 
on the lesions, and one year ago he had several treatments with roentgen rays, 
which failed to influence the eruption. Blood tests on several occasions have all 
given negative reactions. 

Examination revealed nothing abnormal except the lesions on the left thumb 
and a compensated mitral insufficiency. On the palmar surface of the thumb are 
several verrucous plaques, about 0.5 to 0.75 cm. in diameter, noninflammatory 
and slightly elevated. On the dorsal surface of the thumb are several nodules 
with elevated erythema, varying from 0.5 to 0.75 cm. in diameter and elevated 
3 mm. 

The Wassermann and Kahn reactions were negative, and the urine was normal. 
siopsies were performed on June 8 and July 24, 1939. 

DISCUSSION 

Dr. Oxiver S. Ormssy: I think that the diagnosis of tuberculosis verrucosa 
cutis can be successfully defended in this case. 

Dr. Maurice OPPENHEIM (by invitation): There is no doubt that the con- 
dition is tuberculosis verrucosa cutis. It is to be regarded as an occupational 
disease. It has been observed in laundry workers, butchers, furriers and persons 
employed in hospitals. It is usually due to the human type of tubercle bacillus, 
but sometimes the bovine type or the avian type is responsible. 
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Dr. S. W. Becker: The progress of this man’s condition, we thought, was 
rather unusual because the original lesions either have healed or are healing. 
Instead of the condition spreading as a single nodular plaque, as it often does in 
tuberculosis verrucosa cutis, several more or less isolated lesions have developed 
over four and a half years. The first sections did not show any specific infiltrate 
at all but demonstrated a nonspecific infiltrate with numerous keratotic plugs. 
On cutting more sections we finally found tuberculoid tissue, and although we 
have not been able to demonstrate tubercle bacilli I think the condition is tuber- 
culosis verrucosa cutis. 


A Case for Diagnosis (Reticuloendotheliosis?). Presented by Dr. HeErpert 
RATTNER and Dr. Trspor BENEDEK (by invitation). 


D. Z., a white woman aged 22, is presented from the Mandel Clinic of 
Michael Reese Hospital. On May 2, 1939, she was surgically treated for acute 
suppurative appendicitis, A month after the operation she noticed a papule in the 
left axillary line about 3 inches (7.5 cm.) below the axillary pit. About four 
similar lesions appeared two to three weeks later in the left clavicular region, 
and during the following weeks inany similar lesions appeared in both axillary 
pits, along the right axillary line, on the back and in the left inguinal and 
genitocrural regions. 

Examination shows about thirty-five lesions from the size of a millet grain 
to that of a small bean. They are round and oval, papular and nodular, yellowish 
red to brownish red, of the consistency of a soft fibroma and arranged almost 
symmetrically. No itching or burning sensation is present. 

The chemical examination of the blood showed sugar, 98 mg.; nonprotein 
nitrogen, 34 mg.; cholesterol, 204 mg., and total lipoids, 828 mg., per hundred 
cubic centimeters. She had an icterus index of 8. 

Histologic examination was done by Dr. Caro, There was a small circum- 
scribed papule slightly elevated above the surrounding skin. The epidermis was 
thin and flattened, and beneath it was a densely packed cellular infiltrate which 
was well demarcated from the rest of the corium below. The infiltrated area was 
vascular and contained many large pale cells which formed densely packed strands 
and masses, between which were scattered collagen fibers. Just beneath the 
epidermis there were also many lymphocytes and connective tissue cells. Mantles 
ef cellular infiltration of the same type extended more deeply about the blood 
vessels. Staining with sudan III showed that many of the large cells that 
resembled ganglion cells contained lipoid droplets in the cytoplasm. Elastic fibers 
were absent from the infiltrated area. 

DISCUSSION 

Dr. E. P. ZeIster: The condition resembles closely the one reported by 
Dr. O'Leary as ganglioneuroma. The diagnosis would have to be verified by 
histologic examination. 

Dr. Francis E. SENEAR: I agree with Dr. Zeisler that this condition has a 
close clinical resemblance to that in the case reported by Dr. O’Leary. I know 
that Dr. Pusey saw the patient before Dr. O’Leary did, and I saw her about the 
same time. It had been suggested that the condition might be nevoxanthoendo- 
thelioma, but it had no resemblance to the nevoxanthoendotheliomas that I had 
seen. It showed a resemblance, however, to the photograph of the lesion in the 
case reported by Jacoby and Grund (Jacoby, R., and Grund, J. L.: Endothelioma 
Cutis, New England J. Med, 202:1247 [June 26] 1930). The condition was 
reported by Dr. O’Leary as a neuroganglioma, while other pathclogists thought 
it was a reticuloendothelioma. 

Dr. Lourts A. BrunstiNnG, Rochester, Minn.: What was the size of the lesion 
that was removed for examination? 

Dr. M. H. Expert: I should like to ask Dr. Brunsting if the reticuloendothelial 
cells of the neuroma in Dr. O’Leary’s case looked like those in the present case. 
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Dr. TrpoR BENEDEK (by invitation): The biopsy was made just a week ago 
and was of an early lesion. 

Dr. Louts A. BruNnstinc, Rochester, Minn.: I think that the condition in 
this case is xanthoma in an early stage, which would explain the atypical micro- 
scopic picture. The elevation of the lipids in the blood adds weight to this 
assumption. 

Dr. HERBERT RATTNER: When [ first saw the patient last week I was also 
impressed by the similarity of the condition to the one that Dr. O’Leary reported 
as multiple ganglioneuroma of the skin. His patient too was Jewish and of about 
the same age; both patients had had an appendectomy preceding the outbreak 
of the eruption. Our patient has fewer lesions, but the morphologic charac- 
teristics are the same: discrete yellowish soft papules and nodules, symmetrically 
placed on the trunk. The blood lipids were elevated in both cases. Dr. O’Leary’s 
patient had also consulted Dr. Pusey, and it was in Dr. Pusey’s office that I first 
saw him. The clinical picture that he presented, which first suggested xanthoma 
tuberosum, was unusual, and the microscopic picture was interpreted by the late 
Dr. Jaffé as cutaneous reticuloendotheliosis. Later the patient appeared at the 
Mayo Clinic, and a diagnosis was made of multiple ganglioneuroma, because of 
the presence in the sections of Nissl granules and dendritic processes. It is my 
impression, however, that Dr. Jaffé did not agree with this interpretation of the 
microscopic picture and that varicus other pathologists in the country could come 
to no agreement. In general, the neuropathologists stated the belief that the 
condition was ganglioneuroma, and the general pathologists, that it was reticulo- 
endotheliosis. 

Our first slides show the presence of numerous histiocytes; those stained for 
nerve tissue have not yet been completed. We presented the patient today because 
we feared there would not be another opportunity to do so. 


NotEe.—Special stains failed to show nerve tissue. 
Dr. M. R. Caro: I saw the slides which Dr. Jaffé examined a number of 
years ago. I was struck by the resemblance of the cells in the present sections 


to those in the other case. I suggest that another biopsy be performed twenty- 
four hours after injecting a few drops of a 10 per cent solution of saccharated 
ferric oxide into a lesion. If these cells are from the reticuloendothelial system 
they will take up the iron. 

Dr. S. W. Becker: I should like to give a word of warning about the use 
of saccharated iron oxide. If over a 1 per cent solution is used, it enters the 
cells by diffusion. A 1 per cent solution is taken up only by phagocytic action. 


A Case for Diagnosis (Basal Cell Epithelioma of Glans Penis?). Pre- 
sented by Dr. J. H. MItTcHELt. 


E. S., aged 61, was first seen on Feb. 29, 1936, with a lesion which had 
begun as a small papule at the meatus of the glans penis and which had gradually 
extended for the past seven years. The patient had been treated for doubtful 
syphilis twenty-eight years prior to the onset, but there had been no treatment 
for the lesion on the glans. There had been a continuous mild urethritis for 
years, but there was nothing in the history suggesting gonorrhea. The Wasser- 
mann and Kahn reactions were negative both before and after a series of injec- 
tions of neoarsphenamine, which had little if any influence on the lesion. Later 
350 r of ultraviolet rays from a quartz mercury vapor glow lamp (“cold quartz 
lamp”) was administered, with decided benefit. The patient was presented at the 
meeting of the Chicago Dermatological Society in May, but the published pro- 
ceedings included only 8 of the cases presented at that meeting, and this case was 
omitted. A biopsy was not obtained at that time. 

The patient was not seen again until Oct. 18, 1939. The lesion gradually 
extended until it involved about twice as much area as when first seen. The 
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appearance, however, remains the same, and the urethral discharge has continued. 
There are a few insignificant inguinal glands. There is tenderness, and manipu- 
lation leads to bleeding. The Wassermann and Kahn reactions are negative. 

The meatus is surrounded by a well defined, bright red, slightly elevated, 
somewhat verrucous lesion, after retracting a long prepuce. Tissue for biopsy 
was removed by means of the cutting loop. 

Histologic examination gave the following results: The rete pegs were much 
elongated and widened. Basal cell epithelioma was suggested, but the diagnosis 
is not definite. No evidence of Bowen’s disease or Paget’s disease could be found. 
Clinical photographs of the lesion as it appeared in 1936 and in 1939 are 
presented. 

DISCUSSION 

Dr. Max S. Wien: During my service at Cook County Hospital there were 
2 cases of a similar condition which was diagnosed as erythroplasia of Queyrat, 
and the diagnosis was confirmed by the histologic study made by Dr. Jaffé. 
After my experience with these 2 cases in my opinion such conditions should be 
looked on as potentially highly malignant cancer and treated as such. While the 
patient is under observation a transition may occur rapidly from a simple type 
of basal cell cancer to highly malignant prickle cell cancer. These conditions are 
resistant to radiation, and for that reason the best treatment seems to be some 
destructive method, such as electrodesiccation. The lesion starts as a smooth red 
velvety elevated patch that may break down to a moist fungating lesion, with 
partial destruction of the ccrona. When this stage is reached therapeutic measures 
must be drastic, and I should advise early amputation with a careful “cleaning 
out” of any involved inguinal glands. Recently at a meeting of the Cleveland 
Dermatological Society (ArcH. Dermat. & SypH. 40:456 [Sept.] 1939) LaRocco 
presented a patient with this condition, and in the discussion the members stated 
the opinion that scme form of excision or amputation was indicated. 

Dr. LeonarpD F. Weser: I should like to ask Dr. Mitchell how long the 
lesion has been present. 

Dr. J. H. MitcHett: The lesion has been present for ten years. In three 
years it has grown slowly. 

Dr. M. J. Reuter, Milwaukee: I thought there was some suggestion in 
the slide of a basal-squamous cell epithelioma. 

Dr. S. W. Becker: I should hate to base an opinion on one section, but 
either the rete processes were cut on the bias or there was some penetration of 
the epithelial tissue into the cutis. I should be suspicious that the lesion is already 
malignant, but it is not the squamous variety of epithelioma which usually arises 
in this region. 


Herpes Zoster in an Infant Three Months Old. Presented by Dr. THeE0- 

DORE CORNBLEET. 

R. R., an infant girl aged 3 months, presents an eruption cn the lateral 
surface of the right hand and the lower part of the forearm which developed 
ten days ago. The lesions are small grouped vesicles which remain more or less 
intact. In the fold at the wrist some of the vesicles have broken down and 
formed an abraded area. The lesicns came on suddenly. There is no evidence 
of scratching. The baby was not previously exposed to chickenpox or herpes. 


Lymphatic Leukemia. Presented by Dr. M. H. Epert. 


J. K., a Greek aged 60, whose occupation is that of a clerk in a fruit and 
vegetable store, began to be troubled with pruritus three years ago. An eruption 
gradually appeared on the hands, forearms and thighs, with an increase in the 
intensity of the pruritus and scaling and thickening of the skin, which have become 
progressively greater until the entire cutaneous surface is involved. 
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he skin of the entire body shows thickening, with fine branny scales, and 
bronzing. There is generalized adenopathy, the lymph nodes being freely movable 
and discrete. There have been three pyodermic flare-ups since his admission to 
the hospital in July. 

[he Kahn reaction was negative. Chemical examination of the urine and 
blood gave normal results: 67 per cent hemoglobin, 3,380,000 red blood cells 
and 56,400 white blood cells per cubic millimeter, with a differential count of 
1) per cent lymphoblasts, 4 per cent monocytes, 42 per cent young lymphocytes 
and 44 per cent polymorphonuclear neutrophils. In the sternal puncture the par- 
ticular portions of the bone marrow examined showed no unusual lymphoid 
invasion. 

A roentgenogram of the chest showed no mediastinal abnormality. 


Hodgkin’s Disease. Presented by Dr. THEopore CorNBLEET and Dr. HERBERT 
RATTNER. 

A. P., a white man aged 44, gives a history of an eruption beginning about 
September 1939. He first noticed the eruption on the dorsal surfaces of the hands ; 
from there it spread to the forearms and then became generalized. It was accom- 
panied by severe pruritus. He works in a foundry and attributed his eruption to 
the excessive heat and perspiration. 

Examinaticn reveals erythema, scaling, fissuring and slight weeping of the 
skin of the face and neck. There is scaling of the dorsal surfaces of the hands 
and forearms. There are excoriated areas on the lower part of the abdomen and 
edema, induration and scaling on the legs. All accessible glandular areas, including 
the postericr cervical nodes (epitrochlear, axillary and inguinal), show bilateral 
enlargement. 

The blood count showed 4,860,000 red cells and 10,000 white cells per cubic 
millimeter, with 66 per cent polymorphonuclear leukocytes, 10 per cent eosinophils, 
14 per cent lymphocytes and 10 per cent monocytes. Chemical examination of 
the urine and blood gave normal results. The Kahn test gave a negative reaction. 
A roentgenogram of the chest was normal. 

Histologic examination of the skin showed moderate acanthosis of the epi- 
dermis, with edema and infiltration of the papillary body by a large number of 
round cells. The picture was interpreted as a nonspecific one. Histologic exami- 
nation of a lymph gland showed (1) polymorphism of cells, (2) reticulum cell 
hyperplasia, (3) eosinophilia and (4) Sternberg giant cells. 


DISCUSSION 

Dr. Francis E. SENEAR: I think that the first case is interesting because the 
condition is an example clinically of Hebra’s pityriasis rubra, which is sometimes 
due to a leukemic process. It reminds one of a case presented here (ArcH. DER- 
MAT. & SypnH. 13:551 [April] 1926) in which a diagnosis of pityriasis rubra of 
Hebra was accepted with no thought of the leukemic process. When the society 
visited Dr. Wile’s clinic a year later (ArcH. Dermat. & SypnH. 18:483 [Sept.] 
1928) the same patient was there with a well developed blood picture of leukemia. 

Dr. LeonarD F. WeseER: I saw the patient with Hodgkin’s disease when the 
eruption was limited to the legs and forearms. At that time he had generalized 
adenopathy. The legs and forearms today show considerable improvement, but 
at the present time he has a definite involvement of the trunk and thighs. I under- 
stand that the improvement can be attributed to roentgen ray therapy given at the 
Cook County Hospital. 

Dr. Maurice OPPENHEIM (by invitation): The clinical features of pityriasis 
rubra Hebrae are universal erythrcderma, infiltration of the entire skin, general 
glandular induration and later atrophy of the skin, with fatal ending. Jadassohn 
published many years ago an important paper in the Archiv fiir Dermatologie und 
Syphilis (Jadassohn, J.: Arch. f. Dermat. u. Syph. 23:941, 1891; ibid. 24:85, 273 
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and 463, 1892) in which he tried to find a connection between the pityriasis rubra 
of Hebra and tuberculosis. In a great number of cases the diagnosis of pityriasis 
rubra of Hebra is made without reason, because a similar condition is observed 
as a prestage of various cutaneous diseases, such as the prefungoid stage of 
mycosis fungoides and the prestage of lymphogranuloma (Hodgkin’s disease) and 
leukemia. In Vienna I observed only 2 cases of real pityriasis rubra of Hebra. 
Dermatitis atrophicans progressiva (atrophia cutis idiopathica) resembles the 
description which Hebra made cf his disease. Only the fatal end is absent. 
I think that the question as to whether pityriasis rubra of Hebra is a special 
type of cutaneous disease or whether it embraces different types which have only 
common features must be studied anew on the basis of modern knowledge of 
exfoliative erythroderma. 


Koilonychia. Presented by Dr. THEopoRE CORNBLEEFT. 

F. G., a white woman aged 41, has had concavities of several finger nails for 
several years. She also has psoriasiform patches of chronic dermatitis on both 
knees. Similar patches were previously present on the elbow and on the back 
of the neck. Examination of the blood shows 3,100,000 red cells and 6,400 leuko- 
cytes per cubic millimeter and 64 per cent hemoglobin. 


DISCUSSION 


Dr. Herpert RattTNER: I have seen the statement that the presence of 
koilonychia invariably indicates that the patient has microcytic anemia; but | 
have nvuticed spoon nails in a person who had psoriasis but not anemia. 

Dr. THEODORE CORNBLEET: I have observed 1 other patient who had this 
condition and also microcytic anemia. The patient just presented improved defi- 
nitely on therapy with liver and iron. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. M. H. Eserrt. 


Mrs. E. H., aged 42, of German descent, was presented to the society in 
March 1939 (ArcH. Dermat. & SypH. 40:632 [Oct.] 1939) with a symmetric 
erupticn on the neck, trunk and extremities of reddish patches covered with fine 
silvery scales and, in places, crusts. The lesions on the face were maculopapular, 
with small adherent scales and crusts; the lips were scaly; the tongue was some- 
what smooth, and the gums were red but not spongy. On the legs the lesions 
did not fade with pressure. At that time there was a history of drinking 1% 
gallons of beer daily for five or six years and of an inadequate diet. Blood 
ascorbic acid was 0 on admission to the hospital. She was discharged from the 
hospital as perfectly well seven weeks after admission but she failed to return to 
the dermatologic clinic. 

Her present condition, she stated, began in July, about two months after she 
left the hospital, with redness, swelling and scaling of both thumbs. The condi- 
tion gradually spread over the dorsa of the hands and the rest of the body, 
until when she reentered the hospital, on August 25, she presented the same 
picture as before except for the absence of hemorrhages on the legs. The patient's 
family stated that she has been drinking beer in preference to eating. 

Laboratory Tests—The urine was normal. The ascorbic acid content on 
October 4 was 0.8 mg. per hundred cubic centimeters; on October 11 it was 
0.4 mg. per hundred cubic centimeters, and on October 18, 17.4 mg. per hundred 
cubic centimeters. A Kahn reaction was negative. The icteric index was 5. 

A blood count showed 75 per cent hemoglobin and 4,150,000 red blood cells 
and 6,000 white cells per cubic millimeter, with a normal differential count. The 
ascorbic acid content of the blood on October 4 was 0.1 mg. per hundred cubic 
centimeters; on October 11 it was 0.3 mg. per hundred cubic centimeters, and on 
October 18, 8.5 mg. per hundred cubic centimeters. 
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Chemical examination of the blood showed 58 mg. nonprotein nitrogen per 
iundred cubic centimeters, 4.83 per cent protein, 2.6 per cent albumin and 2.23 per 
cent globulin. The chloride content was normal. The sugar content of the blood 
m September 29 was 67 mg. per hundred cubic centimeters. The fasting sugar 
content on October 18 was 50 mg. per hundred cubic centimeters. The sodium 
ind potassium values were normal. 

DISCUSSION 

Dr. E. P. Zetster: I thought that the condition might be an early stage of 
mycosis fungoides. 

Dr. FREDERICK R. ScuMipt: I thought that arsenic might be considered as 
a cause. In taverns the coils of the beer barrels are cleaned with a solution 
often containing arsenic. Many cases of conditions resembling psoriasis were 
reported in Germany in a group of soldiers who drank beer containing arsenic. 

Dr. Davin V. OMENS: It is a common practice among tavern owners to have 
the beer coils washed with an arsenical solution. Sometimes the first person to 
get beer after the washing gets a dose of the arsenic. 

Dr. MAvuRICE OPPENHEIM (by invitation): I thought that the condition was 
an arsenical dermatitis. One can determine whether it is or not by making 
skin tests. Different preparations of arsenic (trivalent, pentavalent, inorganic and 
organic) give different results and are specific, as in other cases of hypersensi- 
tization. In Vienna cases of arsenic intoxication were often observed in which 
the condition was due to wall dye and wall paper. It is not only the green color 
that causes intoxications. Up to the present, no one knows in which way the 
arsenic enters the organism. In every suspicious case examinations are made of 
the hair, nails, scales and urine. Observations of arsenic in the skin are manifold. 
Sometimes arsenic is found in the hairs of the scalp and sometimes in the hairs 
of the axillas; yet a diagnosis of arsenic intoxication is made only when arsenic 
has been found in the wall dye or wall paper and in the organism. 

Dr. THEODORE CORNBLEET: There was scme question about a deficiency of 
vitamin C producing this eruption. It is well known that various infections and 
intoxications may deplete the source of vitamin C in the body. In several patients 
with diffuse dermatoses I observed the same result. I think, however, that one 
would have to have more grounds befcre attributing the dermatosis in this case 
to a deficiency of vitamin C. 

Dr. LEoNARD F. WesBER: Dr. Oppenheim mentioned last month at the meeting 
the chance of arsenic being in wall paper. Several manufacturers of wall paper 
in Chicago and Joliet maintain that arsenic is not used in its manufacture. 

Dr. HERBERT RATTNER: I think it should be stated that when this patient was 
presented in March the possibility of arsenical dermatitis was suggested. The 
nails, hairs and scales were examined for arsenic, but with negative results, 
and histologic studies failed to substantiate a diagnosis of psoriasis or mycosis 
fungoides. 

Dr. Max WIEN: The last time this patient was presented her condition was 
believed to be scurvy. I think she should be treated with vitamin K and bile 
salts. This combination has been successful in certain cases of blood dyscrasia 
associated with avitaminosis. 


Hemolymphangioma (Preponderant Hemangioma Transformed to Lymph- 
angioma). Presented by Dr. THEODORE CORNBLEET. 


Reddish and clear translucent excrescences are present on the left arm and 
adjacent thorax of this patient. On several occasions a phlebitis has developed, 
with fever and symptoms of toxicity. The lesions have changed from a prepon- 
derance of the hemangioma element to an increased amount of the lymphangioma 
portion. After each phlebitic attack this transition bas become accentuated. 
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DISCUSSION 
Dr. WALTER W. TosIN (by invitation): I have observed this patient for about 
two years. When I first saw her she presented about the same picture as now, 
perhaps somewhat worse. She was treated with solid carbon dioxide, and tre- 
mendous edema of the chest wall developed, with no constitutional symptoms. 
After this subsided fractional doses of roentgen rays were given. There was 
some improvement. Her condition is 50 per cent better today than when I treated 
her two years ago. There are perhaps more lymphangiomatous lesions and 
fewer hemangiomatous lesions. The deep doughy involvement about the elbow js 
unchanged. 
Dr. THEODORE CORNBLEET: Considering the preponderance of hemangioma 
elements, I thought that the condition might be given the title hemolymphangioma. 


A Case for Diagnosis (Erythema Multiforme? Drug Eruption?) 

Presented by Dr. THEODORE CORNBLEET and Dr. HERBERT RATTNER. 

Mrs. A. S., aged 49, noticed pruritic vesicles on the trunk and extremities 
about one year ago and went to a Chicago hospital, where a diagnosis of pem- 
phigus was made. After discharge she remained well until September of this 
year, when blebs which itched developed on the lower extremities and also an 
intertrigo of the breasts. She remained in the Cook County Hospital for two 
and a half weeks and was discharged as perfectly well. The day after leaving 
the hospital she again had pruritus of the legs, with the formation of bullae and 
pinpoint-sized red areas on the thighs. The only medication she has been taking 
is cascara for constipation and acetylsalicylic acid, 2 tablets three or four times 
a day two or three times a week for headache, About two weeks ago a sore 
throat developed, for which she took a liquid medicine and scme powders pre- 
scribed by a physician. 

Examination shows nondescript erythematous scaly patches on the right cheek, 
intertrigo of the breasts, nonblanching pinpoint-sized red areas on the thighs and 
circumscribed round denuded areas with erythematous haloes and bullae with 
erythematous borders on the legs. The throat is red, and the anterior cervical 
glands are enlarged, especially on the right side. 

Laboratory Tests—A smear of bullous fluid revealed many polymorphonuclear 
leukocytes. The urine was normal. A test for bromides and iodides gave nega- 
tive results. Examination of the blood showed 80 per cent hemoglobin and 7,200 
white cells per cubic centimeter, with a differential count of 76 per cent poly- 
morphonuclear leukocytes, 4 per cent eosinophils, 14 per cent lymphocytes and 
6 per cent monocytes. The red blood cells numbered 4,800,000 per cubic milli- 
meter. The fasting blood sugar was 88 mg. per hundred cubic centimeters, and 
the Kahn reaction was negative. 

DISCUSSION 

Dr. Ovtver S. Ormsspy: I think that this condition is a toxic eruption. 
Whether the toxemia comes from a drug or from other sources makes little 
difference. I should not class it as erythema multiforme. On the extremities 
the lesions are purpuric. Purpuric lesions are seen not infrequently on the lower 
extremities, with erythematous lesions elsewhere. The condition has all the 
manifestations of a toxic erupticn. 

Dr. Francis E. Senear: I agree that the follicular location of the lesions 
would rule out erythema multiforme, and I believe that the eruption is a toxic 
manifestation. 

Dr. Hersert RATTNER: This visit to the hospital is the patient’s second. 
The first time the lesions were fungating she had been taking drops, and it was 
assumed that the eruption was due to halogens. Today, however, the eruption is 
more that of erythema multiforme. 


—S eee 
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Lichen Planus. Presented by Dr. Davin V. Omens and Dr. Water W. 

Tosin (by invitation), 

J. K., a woman aged 45, states that six weeks ago itchy red spots appeared 
n her arms, and within a few days they appeared all over her body with the 
exception of the area covered by a bathing suit and her palms. She had been 
exposed considerably to the sun while wearing a bathing suit. She has been 
under unusual nervous strain because of a death in the family and economic 
difficulties. 

Prior to admittance to the hospital she had received four intramuscular injec- 
tions each of 0.13 Gm. of bismuth subsalicylate at weekly intervals. Four days ago, 
because of swelling of the lower part of her legs and the occurrence of a few 
large blisters on her legs and forearms, she entered the hospital. 

She presents a generalized bluish erythematous papular and papulovesicular 
dermatitis, which is sharply marginated where her bathing suit covered her. 
However, there are a few scattered flat-topped violaceous papules in the bathing 
suit area. The lesions on the legs and feet are larger and more hypertrophic. The 
face is somewhat involved, with the lips covered with dry adherent scales, and 
the buccal membranes show irregular whitish patches. 

The Kahn reaction of the blood was negative. The blood count was normal; 
the results of examination of the urine were normal, and the blood sugar was 
within normal limits. Dr. Gant stated that the patient’s urine was too light in 
color to test for porphyrin. 

DISCUSSION 

Dr. Lours A. BrunstinG, Rochester, Minn.: There are two features of 
unusual interest: the bullous character of the lesions on the hands and the involve- 
ment particularly in the regions exposed to the sun. I have seen this type of 
reaction in other cases of lichen planus, in cases of disseminated lupus erythema- 
tosus, in 1 case in which psoriasis followed roentgen therapy and also in a case 
in which lichen planus followed exposure to ultraviolet irradiation. 

Dr. THEODORE CoRNBLEET: Recently it has been reported that some persons 
sensitive to light may benefit from administration of an estrogenic substance. 

Dr. Orto H. Foerster, Milwaukee: In patients with lichen planus who have 
been treated with roentgen rays directed to the spinal sympathetic areas, especially 
in those with generalized eruptions and more often in women, it is not unusual 
to have a dense eruption of spinulous lesions of lichen planus develop in the 
irradiated area, in some instances with a few scattered discrete spinulous lesions 
at a distance, as on the shoulders or hips. 

Dr. LeonarD F. WEBER: I have been impressed several times with the direct 
benefit derived from sunlight in patients with lichen planus. This observation has 
been noticed more than once in patients who take a winter vacation in Florida. 
In this case the condition is the direct opposite: the lichen planus is worse after 
exposure to sunlight. 

Dr. S. W. Becker: In regard to the effect of sunlight, it is known that 
moderate exposure to sunlight, especially in Florida, will always benefit lichen 
planus. The same applies to psoriasis. But if a psoriatic patient is overexposed, 
there occurs a shower of lesions in the sites sunburned by ultraviolet rays. 

Dr. Davin V. OmeENs: This patient could be closely followed; we have had 
her under observation for six or eight weeks. When she was first seen she had 
the typical distribution of the eruption, and as the eruption spread it seemed to 
involve the areas of the body not covered by a bathing suit. Her body was not 
sunburned, and yet where the bathing suit covered the body there is comparative 
freedom from lesions. 

Dr. Water W. Tosin (by invitation): The patient has been tanned all 
summer, so the condition cannot be due to one exposure to the sun’s rays. 
I appreciate Dr. Cornbleet’s suggestion concerning estrogenic substance and will 


try that therapy. 
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Lupus Erythematosus Disseminatus. Presented by Dr. Howarp Fox, 


Mrs. C. C., aged 45, first noticed an eruption while on a sea voyage to Bermuda. 
The eruption appeared without exposure to strong sunlight, as she did not go on 
deck during the trip. The lesions are present during the warmer months and 
disappear almost completely during the winter. They involve the greater part of 
the face, the sides of the neck, the suprascapular region and the upper part of 
the chest. They consist of ill defined dull red superficial dry areas covered with 
a moderate amount of fine adherent scales. There is no apparent atrophy, and 
there are no subjective symptoms. The hair is sparse, as a result of former lesions 
in the scalp. 

The patient is well nourished and apparently in fair health. The onset of each 
attack has been accompanied by “bilious’” symptoms. She has an occasional rise 
of temperature, as high as 101 F., lasting a few days. 

Urinalysis showed nothing abnormal. The hemoglobin was 60 per cent. A blood 
count showed 4,700 leukocytes per cubic millimeter, with 65 per cent polymorpho- 
nuclear neutrophils. The sedimentation rate of the blood was 73 mm. after forty- 
five minutes. 

DISCUSSION 

Dr. FRANK C. ComBes: I suggest a bismuth preparation, tartro-quiniobine, 
which combines the benefits of iodine, quinine and bismuth in one injection. I have 
had success in 1 case. Several reports of similar cases have appeared in the 
literature. 


Colloid Milium. Presented by Dr. Georce C. ANDREWS (by invitation). 


C. D., a girl aged 9 years, is presented because of a symmetric papular eruption 
distributed over the nose, forehead and cheeks. The condition began when she 
was 1 year old, after an attack of gastroenteritis, and was called eczema at that 
time. The condition persisted and spread, seeming to be a little better in the 
summer than in the winter. The skin of the affected areas is dry and scales 
slightly. When it is not oiled regularly, fissures develop. The lesions do not 
itch, and there are essentially no subjective symptoms. A sister who is younger 
has a similar condition in a milder ‘form. 

Examination shows that the papules are flat, slightly elevated glistening lesions 
that are thickly studded so as to form a somewhat mosaic pattern, which has been 
described as resembling kernels of corn on a cob. The lesions are skin colored, 
slightly lemon or yellow. They vary in size up to several millimeters in diameter. 
A few papules are umbilicated or suggest the appearance of vesicles. 

The chief histologic change was located in the papillary and subpapillary por- 
tions of the corium where there were collections of homogeneous material which 
tinctorially was moderately acidophilic, staining a light red with eosin. Generally 
these masses were separated from the epidermis by a thin band of connective tissue. 


DISCUSSION 


Dr. Frep Wise: The other diagnosis which was suggested was lipoidosis 
cutis. In the reported cases of lipoidosis cutis huarseness is regarded as a prom- 
inent symptom. In this patient there is no involvement of the larynx. Although 
I should not have been able to make a diagnosis of colloid milium on the clinical 





SOCIETY TRANSACTIONS 789 


appearance of this patient, I feel that this diagnosis is the most likely. Did any 
oi the cases described as instances of colloid milium resemble this case clinically? 

Dr. GEorGE Mitter MacKee: At first glance the eruption looked like a cir- 

umscribed neurodermatitis and made me think of the possibility of amyloidosis. 
However, on second inspection there seemed to be elementary lesions consisting 
of tiny nodules or papules. The condition apparently belongs in the class of colloid 
degenerations. I therefore agree with the diagnosis presented. 

Dr. J. GARDNER Hopkins: I do not think that one should neglect the fact that 
there has been lipoid demonstrated in the skin. Whether that makes this condition 
distinct from those described as colloid milium is hard to say, as no tests are 
usually reported. 


Lepra with Juxta-Articular Nodules. Presented by Dr. Frep Wise. 


A. M., a housewife aged 52, born in Sicily and a resident of the United States 
for the past twenty-eight years, was seen for the first time by Drs. Freeman and 
Greengrass at the Nathan and Miriam Memorial Hospital in Paterson, N. J., on 
Oct. 16, 1939. She is married and has 4 living children, the oldest being 26 and 
the youngest 12 years of age. There is no history of any abortions. The exact 
onset of her disease is difficult to establish. It seems to date back twenty-one to 
twenty-two years. Eleven years ago both hands were clawed and anesthetic to 
such a degree that in her work as an operator on a winding machine she uncon- 
sciously caught her right hand in the machine. As a result of this accident, the 
distal phalanx of the right middle finger was surgically amputated. 

In May 1938 for three weeks she was a patient in the ward at the Paterson City 
Hospital. The history was irrelevant, and the results of clinical examination and 
the Wassermann reactions of the blood and spinal fluid were negative, but a diag- 
nosis of syringomyelia and possible late syphilis was made. She was brought to 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital on Oct. 19, 1939, and presented the following clinical picture: There 
were purplish discolorations of both cheeks. On the wrists and extending up the 
forearms dorsally were several semicircular scaly lesions with clear centers. The 
same type of lesion was observed about each knee. In the region of each elbow 
there were nodules the size of walnuts. A somewhat larger nodule was present 
below each patella. On each sole there was an open deep ulcer with thickened 
edges. Both hands were clawed, and there was complete loss of thermal sensation, 
pain and tactile sensation from the elbows and knees distally in all extremities. 
Both ulnar nerves were greatly thickened and easily palpated. 

Smears made from the open sores were negative for Hansen’s bacilli. The 
Wassermann reaction of the blood was negative. Histologic examination showed 
findings consistent with the diagnosis of leprosy except that no bacilli were found. 
Roentgenograms of both hands were normal except for the clawing. 

The case is presented chiefly on account of the unusually prominent juxta- 
articular nodules in both elbow regions. 


DISCUSSION 
Dr. Howarp Fox: I have had a great deal of clinical experience with leprosy, 
but I do not recall having observed a case of either the cutaneous or neural type 
with juxta-articular nodules such as this patient presents. The lesions resemble 
the nodes occurring at times in syphilis and yaws. 
Dr. FRANK C. Compes: I do not believe any one thinks that these nodules 
are lepromas. 


A Case for Diagnosis (Schamberg’s Disease?). Presented by Dr. J. GARDNER 
HopkKINs. 
M. L., a woman aged 60, noticed three years ago a brown patch on the dorsum 
of the right foot which has slowly extended. Similar smaller patches appeared 
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on the dorsum of the left foot and on the side of the ankle. The lesions are ai 
of dark brown pigmentation, on the borders of which minute red points can be se: 


DISCUSSION 

Dr. Frep WIsE: Schamberg’s disease is progressive pigmentary dermatosis. 
usually confined to the foot and toes. The eruption in this patient seems to favor 
this diagnosis. 

Dr. EuGENE F. Traus: As both legs pit decidedly on pressure, I would sug- 
gest studying the question of circulation. As far as the superficial vascular 
changes and pigmentation are concerned, I have seen some of these conditions 
influenced by snake venom injected directly into the lesion. While one can never 
be certain of the diagnosis of Schamberg’s disease, in some cases of dermatitis 
hemostatica the eruption and pigmentation will disappear completely with such 
treatment. 


A Case for Diagnosis (Poikilodermatomyositis?). Presented by Dr. J. 
GARDNER HOPKINS. 

M. R. B., a stenographer aged 24, eleven years ago noticed the development 
of white spots in the skin of the forearm. Similar spots appeared in other regions, 
but there were no other symptoms. In April 1938 she first noticed stiffness of the 
legs, making it difficult for her to get her heels on the ground when standing in 
her bare feet. Six months later she began to be troubled with stiffness of the 
hands which interfered with the use of her bookkeeping machine. She had some 
paresthesias in the arms at night but no other symptoms. The past history was 
irrelevant. 

Examination shows rather ill defined areas of atrophy with some telangiectasis 
over the hips and buttocks and faint white atrophic spots on the arms and legs 
suggestive of anetoderma. On the back of the left foot is a band of skin which 
feels stiff and is reddened and slightly hyperkeratotic. The muscles of the calves 
and forearms seem somewhat indurated. Flexion of the ankle is limited. There is 
slight puffiness of the hands, and the fingers cannot be completely closed. 

The results of general physical examination were negative. Blood and urine 
examinations were normal. Roentgenograms showed no changes in the bones or 
joints and no subcutaneous calcification. 

The case is presented as one of possible incipient poikilodermatomyositis. 


DISCUSSION 

Dr. Howarp Fox: In one area the lesions seemed to me to be typical of 
morphoea guttata. In another area there was a patch of apparent morphea 
en bande. 

Dr. Epwarp R. MAtoney: I agree with the diagnosis of morphea made by 
Dr. Fox. 

Dr. R. H. Ruitson: I saw this patient four or five years ago. I do not 
recall much about the case, but I remember that at that time she had no inter- 
ference with the musculature and only slight lesions on the arms. 

Dr. J. GARDNER Hopkins: I should like to know if morphea can be associated 
with muscular changes. Symptomatically the patient has limitation of motion of 
the hands and feet. 

Dr. Grorce Mitter MacKee: Is not the slight limitation of motion caused by 
the possible scleroderma? 

Dr. Eucene F. Traus: I agree with Dr. Fox that the eruption is in all 
probability morphea. 

Dr. J. GARDNER Hopkins: The condition does not seem to me to be hidebaund, 
certainly not over the hands, and a band in the front part of the leg would not 
interfere with flexion of the foot. 
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Congenital Fragilitas Crinium. Presented by Dr. Eucene F. Travus. 


D. N., a woman aged 21, states that her entire family had good scalp hair, as 
far as she knows, and that she has always had a growth of hair over the scalp. 
\t no time has the hair on her scalp fallen out entirely, but neither has it grown 
longer than a short boyish bob; in other words, her hair measures about 4 or 5 
inches (10 to 12 cm.) at its maximum length. At the ends some hairs seem to split. 
The hair is dry, rather lustreless and brittle. The patient has always enjoyed good 
health, and her only complaint is the fact that the hair does not grow long. 


DISCUSSION 


(The members accepted unanimously the diagnosis presented.) 


Bourneville-Pringle Syndrome. Presented by Dr. Eucene F. Trav. 

M. K., a woman aged 32, is presented as having the Bourneville-Pringle syn- 
drome. This syndrome, which consists of tuberous sclerosis, adenoma sebaceum, 
Recklinghausen’s disease and subungual fibromas, may perhaps not be represented 
in all its details in this patient. The striking feature of the case is the presence 
of subungual fibromas on practically all the toes and on a number of the fingers. 
The adenoma sebaceum on the face is also well marked, especially about the naso- 
labial angles, where there are numerous small nodules with relatively little increase 
in vascularity (telangiectasia). A few scattered fibromas on the trunk suggest 
abortive Recklinghausen’s disease, but there is no evidence for or against tuberous 
sclerosis. 

DISCUSSION 

Dr. EuGENE F. Traus: Have the members any suggestions as to what to do 
about the subungual fibromas? I have removed a few of them. Is it safe to 
remove them? 

Dr. GeorGE MiLtterR MacKEeE: [ think that it would be safe to remove the 
subungual fibromas. 


A Case for Diagnosis (Pemphigus Erythematodes?). Presented by Dr. 
EuGENE F. TRAvB. 


E. S., a man aged 47, was previously presented for diagnosis before this society 
in April 1939 (Arcu. Dermat. & SypuH. 40:1039 [Dec.] 1939). At that time the 
diagnoses considered were pemphigus and seborrheic eczema. At the present time 
a definite clinical diagnosis of some type of pemphigus can readily be made. The 
only question now is whether the patient has pemphigus vulgaris or the so-called 
Senear-Usher type of pemphigus. He spent three weeks under the care of Dr. 
U. J. Wile, who was not certain of this point, but I believe that he favored the 
latter type. 

DISCUSSION 


Dr. Howarp Fox: I saw this man in consultation and took a specimen of 
blood for a Pels-Macht test. The report was 59 per cent toxic, which is the 
reading for pemphigus. 

Note.—Since the date of presentation this patient died in his automobile of 
carbon monoxide poisoning. 


A Case for Diagnosis (Actinic Atrophy?). Presented by Dr. J. GARDNER 
HopkKINS. 


W. P. R., a physician aged 35, about five ‘years ago noticed reddish patches 
on each side of the neck below the ear, which have slowly increased in intensity 
and extended. The patches are ill defined and brownish red. On close inspection, 
they are made up of reticular dull red depressed lines in the lesions of which the 
sebaceous follicles stand out as islands of white in apparently normal skin. 
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Histologic examination showed a mild atrophy with some telangiectasis, without 
distinctive changes. 

DISCUSSION 

Dr. Paut E. Becuet: This clinical picture is extremely common and presents 
little, if any, variation. It is seen most frequently in men who have been excessively 
exposed to actinic light. As a rule the condition is so common that the patient 
does not bother about therapy. I do not believe that there are any radical differ- 
ences between poikiloderma of Civatte and actinic dermatitis. In fact, I strongly 
suspect that they are identical. 

Dr. Howarp Fox: The condition looks to me like mild poikiloderma of Civatte. 
As this young physician seems concerned over the appearance of the lesions, | 
suggest using a light desiccating spark for cosmetic purposes. 

Dr. Fred WIsE: My impression is that this condition is ordinary weather- 
beaten skin of the neck, which is prevalent especially in men leading an out-of-door 
life. 

Dr. FRANK C. ComBeEs: I agree with Dr. Wise but do not see why this par- 
ticular location is chosen for the reaction. In the sun a person gets a burn usually 
on the forehead, and this reaction never occurs on the forehead. Therefore, | 
think there is some other factor responsible for this type of atrophy. 


Granuloma Annulare (Left Leg). Presented by Dr. EuGENEe F. Travs. 

G. L., a woman aged 31, was first seen in June 1939, with an eruption on the 
left leg of four years’ duration. Examination shows a purplish pink circinate 
lesion with a clear atrophic center and a slightly scaly border which, while elevated, 
does not seem to consist of distinct papular lesions but fades into the surrounding 
skin. The lesion is located on the inner aspect of the left leg. There is some 
slight wrinkling of the skin in the center of the lesion, which is interpreted by the 
presenter to be atrophy. 

Histologic diagnosis was granuloma annulare, The section showed atrophic 
epidermis, and scattered throughout the corium were islands of cellular exudate, 
which were grouped about islands of swollen collagen fibers. The cellular exudate 
consisted of lymphocytes and giant cells of the Langerhans type, as well as 
numerous plasma cells. The Weigert stain showed some slight variations in the 
elastic tissue fibers. In the area of the lesion, the elastic tissue fibers were swollen, 
and the changes in the collagen fibers showed definitely some of the degeneration 
seen in granuloma annulare. 

The Wassermann and Kahn reactions were negative. The sugar content of the 
blood was 80 mg. per hundred cubic centimeters. Tuberculin tests with dilutions 
of 1: 1,000,000, 1: 100,000 and 1: 10,000 gave negative results. 

The patient has received up to the present time six roentgen ray treatments, 
one-half skin unit (150 r), unfiltered, to the area, with some improvement. 


DISCUSSION 


Dr. Epwarp R. MaAtoney: Apparently the histologic examination shows 
granuloma annulare to be the diagnosis. Clinically the condition looks enough like 
granuloma annulare to make that diagncsis, but I would call it atypical. Certainly 
the center of the lesion does not look much like the center of the ordinary lesion 
of granuloma annulare. 

Dr. Paut E. Becuer: I should like to ask whether the present flat appearance 
of the lesion is due to treatment by Dr. Traub or by some one else. 

Dr. Frank C. Comses: I think that the duration of: the lesion and the atrophy 
in the center are uncommon in this condition. 

Dr. Eucene F. Travus: I presented the patient because I thought probably 
there would be some disagreement with the diagnosis. When the specimen was 
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sent to the laboratory, a number of diagnoses were suggested, including granuloma 
nnulare. However, at no time did I think that the border of the lesion was the 
usual type seen in that disease, and I have never seen granuloma annulare with 
. central portion that looked atrophic as this does. Of course, there may be 
some question as to whether there is actually atrophy in the center; but assuming 
that it is and considering the peculiar border, I do not see how a diagnosis of 
eranuloma annulare could be made clinically. I am willing to accept it only if 
the histologic picture is considered definite, as it was in the laboratory of the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital. 


Recurring Lichen Planus. Presented by Dr. Howarp Fox. 

Mrs. I. P., aged 46, born in Finland, is now suffering from the fourth attack 
of the ordinary type of lichen planus, each of which I observed. The eruption 
appeared first in May 1925, the active lesions disappearing at the end of four 
months. The second attack began in April 1928 and lasted nine months. The 
third attack appeared in April 1935 and lasted five months. The present attack 
began about four months ago. The location of the eruption has always included 
the favorite sites of the disease. The disappearance of active lesions has been 
followed, after each attack, by temporary pigmentation, eventually disappearing 
without trace. In addition to the typical lesions of ordinary lichen planus, she 
has suffered for the past four years from small patches of the hypertrophic type 
situated on the shins. 

She has been treated by roentgen and by ultraviolet radiation and with injec- 
tions of enesol (mercuric salicylarsenate). The patient is well nourished and in 
apparent good health. 

DISCUSSION 

Dr. Howarp Fox: On the same day that this woman consulted me, I saw 
another patient who had had three attacks of lichen planus in the past twenty-five 
years. Last year I also saw a man who was suffering from the third attack 
of this disease in a period of about twenty-five years. 


Sarcoidosis. Presented by Dr. FRANK C. CoMBES. 


A. R., a Negress aged 33, was admitted to Bellevue Hospital in July 1939, with 
a generalized eruption of six years’ duration. In 1934 she received about fifty 
intravenous and intramuscular injections for syphilis, without any effect. The 
Wassermann and Kahn reactions of her blood have been repeatedly negative, and 
the spinal fluid has been normal. On admission her eruption was essentially as 
it is now except that it was more inflammatory and the lesions were covered with 
a thick rupioid crust, surmounted in many instances on a micaceous scale. The 
eruption is generalized, sparing her soles, palms and scalp. There are two types 
of active lesions, one a pea-sized to bean-sized smooth elevated nodule and the 
other, an irregular, sharply defined dusky red nonelevated patch varying up to 
10 cm. in diameter. Many of these are bizarre in outline, with some circinate and 
others reniform or dumbbell shaped. In the center of these lesions the skin is 
lighter in color and atrophic, representing the healed process. On the left cheek, 
extending anteriorly to the ear, is a linear keloid scar, although at no time have 
any of the lesions ulcerated. There is also some shrinkage of the skin at the tip 
of her nose, especially of the nostril. She has general adenopathy. 

The blood count and chemical examination gave ‘negative results except for 
evidence of moderate secondary anemia. The tuberculin test was negative with 
a 1:1,000 dilution. Roentgenograms showed interstitial changes and fibrosis at 
the roots of both lungs extending to the bases. Multicystic changes were present 
in the bases of the right first and second metacarpal bones and in several of the 
carpal bones. The bones of the feet and skull showed no gross pathologic changes. 
Histologic examination showed lupoid structure. 
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DISCUSSION 

Dr. Epwarp R. MALoney: The clinical diagnosis one would make here js 
tuberculosis of the skin. There are scars on the neck which are characteristic of 
scrofuloderma. In spite of the histologic report of lupoid structure, a histologic 
examination was done by Dr. Riordan, and he told me that the condition was 
lupus vulgaris. The pulmonary changes one would find in 50 per cent of normal 
people. The bony changes are so hard to make out that I doubt if there are any. In 
sarcoidosis pulmonary and bony changes are the prominent features, and the cutane- 
ous changes are slight. There are two types of sarcoid, one type being tuberculous 
and the other, nontuberculous. I think that here there is a superficial tuberculosis of 
the skin, a low grade infection. The one point against that diagnosis, to my mind, 
is the fact that the patient gave a negative reaction to a tuberculin test, but she 
may have enough anticutines to bring about that result. 

Dr. Paut E. Becuet: I think one of the things which might cloud the issue 
in the diagnosis of sarcoidosis and the diagnosis of tuberculosis in this particular 
patient is the fact that she is a Negress. For some reason unknown to me, the 
manifestations of tuberculosis are so varied and so protean in Negroes that it is 
much more difficult to make the diagnosis than in white persons. However, | 
believe this case is definitely one of tuberculosis of the skin. 

Dr. J. GARDNER Hopkins: I should like to agree with both Dr. Combes and 
Dr. Maloney, because, as I understand it, one view of sarcoidosis is that it is 
tuberculosis of the skin with absence of necrosis, the latter probably being due to 
the fact that the patient is not sensitive to tuberculin. I saw no necrosis, ulcera- 
tion or scarring in any of the lesions in this patient. 

Dr. Epwarp R. Matoney: If. Dr. Hopkins had examined the patient closely 
I am sure he would have seen definite scarring in the neck. 

Dr. JeERoME Krincssury: In a case like this I believe that syphilis should be 
definitely ruled out. According to the history, as I understand it, all the lesions 
appeared at the same time, and their configuration and distribution is that which 
might be seen in one of the atypical syphilids that even now occasionally occur in 
Negroes. None of the present lesions are active ones. They contain scar tissue, 
show pigmentary change and are, I believe, the end result of preexisting lesions of 
a different character. 

Dr. GrorGE MILLER MACKEE: It is, of course, possible to have more than one 
variety of tuberculosis and tuberculid in the same patient. In line with what 
Dr. Maloney and other speakers have said, scrofuloderma might account for the 
keloidal scars on the neck; and it is conceivable that there might have been a 
nodular lesion which looked clinically and microscopically like lupus vulgaris. 
That might account for the report which Dr. Maloney received. Finally, the 
patient might also have a low grade tuberculosis, namely, sarcoid. The changes 
in the bones were difficult to make out, it is true, but they were definite. One bone 
showed three distinct areas of atrophy. 

Dr. Frank C. Compes: I think that syphilis can be eliminated. If the con- 
dition were syphilis, it would be an early tertiary or late secondary syphilid, and 
the Wassermann reaction would in all probability be positive. I cannot conceive 
of any early or late secondary eruption of such extent with a negative serologic 
reaction. If the condition were a late secondary syphilid, one would not see 
scarring such as is present in this case. As far as Dr. Maloney’s remarks are 
concerned, I agree with him, I will accept this case as one cf hematogenous non- 
caseating tuberculosis of the skin; and if it is that, then it is sarcoid. One point 
against the diagnosis of tuberculosis of the skin is the total absence of caseation 
and the tuberculin hypoergy. The patient responded to pure tuberculin but not 
to a 1: 1,000 dilution. The spontaneous healing of the lesion without treatment, 
I think, is against this being actual tuberculosis of the skin. One can conceive of 
the whole process as tuberculosis with an exceptionally high degree of tissue 
immunity which produces a tuberculoid or sarcoid structure instead of the ordinary 
structure of lupus vulgaris or ordinary disseminated tuberculosis cutis. 
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Unilateral Acneform Eruption (Following Use of Cold Cream). Presented 
by Dr. FRANK C. CoMBES. 

Y. L., a woman aged 19, was first seen at the dermatologic clinic of Bellevue 

spital in August 1939, with an eruption on her face. Four months ago she had 
Bell’s palsy of the left side of the face, for which she applied a cold cream and 
vibratory massage. After three daily treatments the left side of her face became 
inflamed and covered with closely set miliary pustules and comedos. These were 
onfined entirely to the area treated, the right side of the face being clear. Treat- 
ment consisted of application of white lotion N. F., to which she responded in 
about six weeks. At present she shows profuse reticulated pitted scarring con- 
fined to the left side of the face, stopping abruptly at the midline of her forehead 
and chin. 

DISCUSSION 

Dr. GeorGeE MILLER MacKeeE: This is a puzzling case. It is inconceivable 
that such a simple thing as cold cream or petrolatum could produce acne vulgaris. 
I would be inclined to classify the condition as a follicular pyoderma, with acne- 
form lesions due probably to infection of those follicles at the time of the treatment 
with pyogenic organisms. 

Dr. JEROME KiNGsBurY: I agree for the most part with Dr. MacKee’s con- 
ception of the case. It does not seem at all likely that the condition could have 
been caused by the application of cold cream or any other simple emollient. It is 
more probable that a folliculitis might have resulted from the employment of some 
depilatory used for hirsuties. 

Dr. FRANK C. ComsBes: Of course, one can easily fall into error in a case such 
as this, by misinterpreting cause and effect. The patient ascribes the eruption to 
the use of cold cream. It is possible, of course, that infection followed its use but 
not probable. It is difficult to conceive of such an infection being limited to one 
side of the face. Why should it not spread? The condition has none of the ear- 
marks of rosacea-like tuberculosis of the skin. I may be able to perform a biopsy, 
but I think it would be advisable to wait, as a lot of the redness will eventually 
disappear. 


Lupus Vulgaris. Presented by Dr. FRANK C. Combes. 


C. W., a woman aged 57, was admitted to Bellevue Hospital in 1936. The only 
significant elements in the previous history are a duodenal ulcer in 1935, which 
responded to medical treatment, and a thyroidectomy in December 1938 for toxic 
adenoma. Physically her condition is good, although her weight is only 88 pounds 
(39.9 Kg.). The Wassermann reaction was negative, and the urinalysis gave 
normal results. Roentgenographic examination of the gastrointestinal tract showed 
a duodenal ulcer. Roentgenograms of the lungs show fibrosis of the bases of 
both lungs. The results of tuberculin tests were positive with a dilution of 
1 : 1,000,000. 

On her face in “butterfly” configuration over her nose and both cheeks is a 
well defined infiltrated nodular plaque of ten years’ duration. Throughout the 
lesion there is evidence of atrophy, but there is no ulceration. The borders are 
raised, and diascopic examination shows typical apple jelly tubercles. 

The patient has had forty-three treatments with the air-cooled quartz mercury 
vapor arc lamp plus a salt-free diet and administration of gcld sodium thiosulfate, 
with little benefit. 

DISCUSSION 


(The members accepted unanimously the diagnosis presented.) 


A Case for Diagnosis (Senear-Usher Pemphigus? Dermatitis Medica- 
mentosa?). Presented by Dr. FRED WISE. 
J. P., a woman aged 47, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, with an eruption of five months’ 
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duration. The eruption is distributed over the scalp, the upper anterior and po 
terior surfaces of the chest, the neck posteriorly and laterally and the arms an 
forearms, especially on the extensor surfaces. On the anterior surface of t! 
chest there are grouped silver dollar-sized patches of recent origin at the sites 
healed lesions. Here also are two active erythematous, somewhat violaceous lesio: 
with pea-sized superficial central erosions. Spreading across the entire upper part 
of the back is a similar process, which does not consist of single lesions but 
presents an upper raised scalloped border with moderate erythema, below which it 
gradually fades to a similar depigmented zone. Below the posterior hair line on 
the neck are smaller nummular, violaceous lesions, somewhat crusted, with central 
erosions. There are a few disseminated pea-sized moist lesions with yellow friable 
crusts on the scalp. On the arms and forearms are smaller lesions, similar to 
those on the neck, in the stage of regressicn. 

Within the past two weeks there has been considerable improvement in the 
appearance of the eruption. Whether this is the result of the discontinuation of 
ingested sedatives (elixir of alurate) is not yet determined. The medication had 
been prescribed for insomnia by physicians in the department of neurology, where 
a diagnosis of involutional melancholia had been made. 

Urinalysis showed many tiny calcium oxide crystals, many pus and epithelial 
cells and large quantities of amorphous urates. 

Histologic examination (by Dr. D. L. Satenstein) indicated a superficial exu- 
dative dermatitis. 

DISCUSSION 


Dr. R. H. Ruttson: I suggest tentatively that this condition might be mycosis 
fungoides. 

Dr. GeorGE Mitter MacKee: Partly because of the patient’s mental condition 
and partly because of the fact that, although the eruption is fairly generalized and 
not easy to reach, there is not a lesion that the patient could not cause herself 
with phenol, I suggest the possibility of malingering. 

Dr. Howarp Fox: Against the diagnosis of a factitious causation is the fact 
that this eruption is fairly symmetric on both sides of the chest and back and is in 
a region which is difficult for the patient to reach. 

Dr. EuGene F. Traus: This patient presents a configurate eruption on the 
back which, it seems to me, would be exceedingly difficult for her to produce, 
although I had this possibility in mind when I examined her. The lesions on the 
chest might conceivably have been produced by the patient. I believe the possi- 
bilities are as Dr. Wise outlined them. My feeling is that the condition is most 
likely a drug eruption because of the appearance of some of the lesions well up 
in the scalp and on the back of the neck. 


Lichen Planus with an Annular Lesion on the Scalp. Presented by Dr. 
EucGene F. TRAvs. 


J. S., a woman aged 39, was first seen on Oct. 13, 1939. The striking feature 
of the eruption was the peculiar eruption on the face and the annular lesions on 
the scalp, with one on the lower lip. She has a peculiar mottled, brownish red 
telangiectatic area on the tip of her nose which, I feel, is probably part of the 
lichen planus. The generalized eruption on the trunk is typical lichen planus. 

Two biopsies were performed. One specimen, which was taken from her right 
arm, was reported as lichen planus. The section showed an atrophic epidermis 
covered with a thick scale, with irregular thickening of the granular layer. There 
were edema and some pigmentation in the upper part of the corium. Because of 
the unusual appearance of the eruption on the face and the telangiectasia, the second 
piece of skin removed for study was taken from the forehead. This was reported 
as showing an inflammatory stage of lupus erythematosus. The section showed 
an atrophic epidermis with a nonparakeratotic scale. There was a perivascular 
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exudate scattered throughout the entire corium, as well as dilated blood and lymph 
spaces. There was granular edema of the collagen fibers, and some of the fibers 
took a basophilic tinge. There was a slight amount of pigment. Elastic tissue 
stain showed beginning degeneration of the fine elastic tissue fibers. 


DISCUSSION 


(The members accepted unanimously the diagnosis presented.) 


A Case for Diagnosis (Pemphigus? Lupus Erythematosus Bullosus?). 

Presented by Dr. EuGENE F, TRaAus. 

I. M., a man aged 45, born in the United States, was first seen in December 
1930, with an eruption confined to the roof of the mouth of one year’s duration. 
The patient was previously presented before this society in November 1934 and 
in February 1935 (ArcH. Dermat. & SypH. 32:978 [Dec.] 1935). 

Repeated smears for Vincent’s angina have been negative. The patient presents 
an irregularly shaped ulcer suggesting either a syphilitic process or a tuberculous 
ulcer. Repeated Wassermann reactions have been negative, and injections of neo- 
arsphenamine and a bismuth compound have had no effect on the process. A 
roentgenogram of the chest was normal. Blood counts have been repeatedly normal. 
No monilia or any other organism was found. A complete investigation was 
carried out in the department of allergy, and the patient was given scratch tests 
for all types of grasses and pollens, all foods, a routine group of twenty-nine 
chemicals and miscellaneous epidermals. Urinalysis gave negative results. Smears 
taken from the nose, throat and stools showed only a few hemolytic streptococci. 
Four biopsies were performed on the mucous membrane lesion of the mouth, with 
reperts of “inflammatory nodule” or “chronic inflammatory nodule.” 

The patient has received numerous injections of vaccine and gold therapy, in 
addition to the bismuth compound and arsenic before mentioned. 


DISCUSSION 

Dr. FrepD Wise: Kummer, of Germany, has published reports of cases of this 

kind and has stated the belief that the conditions are caused by the virus of herpes 

simplex. I suggest that this patient receive a course of ordinary cow pox vaccina- 

tions. I also suggest the inoculation of a rabbit’s cornea with the secretions 

obtained from some of the active lesions to determine whether the virus of herpes 
simplex is present. 


Acanthosis Nigricans. Presented by Dr. Frep WIsE. 
S. C., a man aged 31, is presented for Dr. J. J. Greengrass. 


DISCUSSION 

Dr. Howarp Fox: As the eruption first appeared in childhood, it should be 
classed as an example of the juvenile type of acanthosis nigricans. The prognosis 
should be good. I should like to ask the members whether any one has followed 
such a case for a long period of time. 

Dr. J. GARDNER Hopkins: Is there any history of cancer in the family? Dr. 
Curth has found a high incidence of cancer in the families of patients with “benign” 
acanthosis nigricans, 

Dr. Frep WIsE: I was unable to obtain any history relating to benign or 
malignant tumors in this patient’s family. 

Dr. Howarp Fox: An unusual clinical feature is the presence of large numbers 
of lesions that look like pigmented nevi and cutaneous tags of various sizes. The 
presence of these lesions is most unusual in my experience. 

Dr. Frep Wise: The coexistence of scattered pigmented moles and nodular 
tumors is not uncommon in acanthosis nigricans, 
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Report on a Case of Ulcer of the Tongue. By Dr. Paut E. Becuer. 


R. S., a man aged 47, was presented before the Manhattan Dermatologic Soci 
on March 14, 1939 (ArcH. Dermat, & SypuH. 40:623 [Oct.] 1939), for diagnosis 
(ulcer of the tongue), with tentative diagnoses of syphilis, tuberculosis or car- 
cinoma. The patient was presented on the day of his admission to the clinic. 

Dr. MacKee is to be congratulated on his clinical diagnosis of tuberculosis 
The subsequent work done on this case has established definitely that the lesion 
on the tongue is tuberculosis. Roentgenograms of the lungs showed tuberculosis. 
One odd finding was that the tuberculin tests gave negative results with various 
dilutions. Histologic examination showed tuberculosis. It is strange that the 
patient has lost no weight. He has, in fact, gained 8 pounds (3.6 Kg.) and seems 
in perfect health. 


CLEVELAND DERMATOLOGICAL SOCIETY 
C. L. Basxin, M.D., President, Akron, Ohio 
C. G. La Rocco, M.D., Secretary 
JAMEs R. Driver, M.D., Reporter 
Oct. 26, 1939 


Urticaria Pigmentosa. Presented by Dr. Harorp N. Core and Dr. f. R. 
Driver. 
R. G., a boy aged 19 months within one month after birth had a generalized 
eruption which has persisted in spite of various forms of therapy. Because of 
the pigmented character of the eruption and the presence of lesions on the palms 


and soles, syphilis had been considered as the probable diagnosis by the attending 
physician. The child is well developed and well nourished. 

Distributed over the trunk and even on the palms and soles is a generalized 
macular pigmented (reddish brown) eruption. The primary element seems to be 
an elongated macule with a slightly irregular shape. Most of the macules are 
about the size of a split pea. On the back there are some urticarial lesions with 
reddish halos. Some of the areas show a suggestion of infiltration or edema. 
The mucosae are normal. 

Serologic tests for syphilis gave negative results. 


DISCUSSION 


Dr. Harotp N. Core: This case is shown, first, because it presents a 
splendid example of this rather rare dermatosis, and secondly, because in this 
particular case a diagnosis of syphilis had been made by the family physician. 

Dr. GeorceE H. Curtis (by invitation): I should like to suggest that the 
child would be an excellent subject for a colored photograph. The condition 
would show up beautifully. 


Hemochromatoses with Diabetic Bronzing. Presented by Dr. H. H. 

JOHNSON. 

W. S., an unemployed die maker, aged 61, presented from the department of 
dermatology and syphilology, Lakeside Hospital, was first observed in the outpatient 
department of the University Hospitals in April 1932, with a history of diabetes 
for three years. Somewhat later it was noticed that the “tan” that developed on 
his face and forearms was dull and grayish. In September 1932 the edge of the 
liver was palpable 3 fingerbreadths below the right costal margin in the mid- 
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clavicular line. There was bilateral arcus senilis, and there were slight lenticular 

pacities. The skin of the face, neck, hands and forearms presented a dull gray 
pigmentation with superimposed brown lentigo. The blood sugar was 261 mg. 
per hundred cubic centimeters, and the blood cholesterol, 204 mg. per hundred 
cubic centimeters. The diabetes was fairly well controlled at that time. In 1935 
he was admitted to the medical service of Lakeside Hospital with diabetic acidosis 
and with the liver descending within 1.5 cm. of the umbilicus. In 1936 he was 
readmitted, because of repeated insulin shocks. Liver function tests showed a 
weakly positive Takata-Ara reaction... The urea nitrogen content of the blood 
was 13.5 mg. per hundred cubic centimeters, and the nonprotein nitrogen content, 
35 mg. per hundred cubic centimeters, with a ratio of 0.38. The serum phos- 
phorus was 6 mg. per hundred cubic centimeters. He was readmitted in Novem- 
ber 1938, when the icteric index was 7. The bromsulphalein test showed 45 per 
cent retention in seven minutes and 5 per cent retention in thirty minutes. A galac- 
tose tolerance test (with 40 Gm. of galactose) showed that the blood sugar rose 
from 216 mg. to 425 mg. per hundred cubic centimeters two and one-half hours 
after administration. 

Physical examination shows a dry skin with slight scaling on the forearms 
and the lower thirds of the legs. There is a moderate diffuse grayish brown 
pigmentation of the skin of the forearms, hands, lower thirds of the legs, face 
and neck, most marked on the dorsa of the hands and the lower thirds of the 
legs. There are a few lentigines on the forearms and hands. There is an arcus 
senilis, and there are minimal lenticular opacities. 

The edge of the liver was palpable 5 cm. below the right costal margin in 
the midclavicular line; the liver was firm and smooth, with a somewhat rounded 
edge. 

There was glycosuria, and the blood sugar was 216 mg. per hundred cubic 
centimeters. The hemogram was not remarkable. Serologic tests for syphilis 
gave negative results. 

Histologic examination of skin on Sept. 22, 1932, showed scattered small 
aggregations of finely dispersed brown pigment in the stratum germinativum of 
the epidermis, in the corium and even in the deeper connective tissue, especially 
around the sudoriparous glands. Iron stains showed this pigment to be iron 
containing. 

DISCUSSION 

Dr. Harotp N. Core: I should like to mention something that is not really 
pertinent. When Dr. T. B. Mallory was here a number of years ago and gave 
a talk on this subject—of course, he was the exponent of the copper intoxication 
theory—Dr. A. I. Ludlow heard the lecture. He made the comment that it is 
strange that there is no diabetic bronzing in Korea, where everything is cooked 
in a copper kettle. 


Keratoderma Palmare et Plantare Hereditarium Punctatum. Presented by 

Dr. H. H. Jonnson. 

H. S., a man aged 34, presented from the department of dermatology and 
syphilology, Lakeside Hospital, has had “warty” growths on his palms and soles 
as long as he can remember. There have been no associated symptoms. The 
patient’s father and sister both have similar lesions, and similar lesions are devel- 
oping in his daughter, aged 3 years. There was no history of ingestion of or 
trade exposure to arsenic. 

There are several yellowish translucent hyperkeratotic papules, 2 to 4 mm. in 
diameter and elevated about 2 mm. above the surface, on the palmar aspects of 
both hands and on the plantar aspects of both feet. 

Histologic examination showed stratified squamous epithelium of varying thick- 
ness, above which there was a thick layer of basophilic keratohyaline material. 
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The corium was dense and contained a few sweat glands and several structures 
which appeared to be abortive hair follicles. 


DISCUSSION 


Dr. JoHN GAMMEL: It would be interesting to know whether the other 
members of the family who have this condition also have the punctate lesions. 

Dr. Otto ScHMupT (by invitation): All the members of the family mentioned 
in the history have the same type of involvement. 

Dr. Harotp N. Core: The punctate type of keratoderma is much rarer than 
the ordinary diffuse type. I doubt if more than 5 per cent of such cases are of 
this variety. 


Pemphigus Erythematodes (Senear-Usher Syndrome). Presented by Dr. 

H. H. Jonson. 

E. R., a Jewess aged 53, presented from the department of dermatology and 
syphilology, Lakeside Hospital, entered the outpatient department of the hospital 
on July 1, 1938, with slightly pruritic exuding erosions beneath the breasts and 
about the ears and vesicular lesions about the waist and over the spine, which 
persisted in spite of local therapy. On September 20- she was admitted to the 
hospital with the additional complaints of headaches, chilliness and dizziness of 
three weeks’ duration. 

Physical examination on admission showed many superficial, slightly oozing 
erosions, surrounded by an area of moderate erythema, on the face and trunk 
and several vesicles and bullae on the abdomen. The Nikolsky sign was repeat- 
edly present. 

Except for a white blood count of 10,000 per cubic millimeter, with 15 per 
cent eosinophils, the hemogram was normal. The urine was normal. 

The patient had a low grade fever throughout her hospital stay of thirty days, 
reaching 38 C. (100.4 F.) daily. When treated with local astringents and anti- 
septics the condition remitted, and the lesions were nearly healed on discharge. 

Her skin was clear until Jan. 15, 1939, when a scaling, moist lesion devel- 
oped on the right cheek, with definite follicular plugging. The lesion persisted 
unchanged, and on July 5 several new crusting and scaling lesions were noted 
on the face. In August she received three roentgen treatments of 75 r each 
to the face, but the lesions progressed. On August 30 she was given an injec- 
tion of bismuth subsalicylate and has received eight weekly injections (0.2 Gm. 
each) to date without improvement. A blood count was made on October 23, 
showing 5,200 leukocytes per cubic millimeter, with 10 per cent eosinophils. 


. DISCUSSION 


Dr. J. Epcar FisHEeR: I agree with the diagnosis as presented. The patient 
presents typical signs of the Senear-Usher syndrome. 

Dr. H. A. Haynes Jr: I suggest trying sulfanilamide in this case. 

Dr. H. H. Jonnson: May I ask on what basis that is suggested? 

Dr. H. A. Haynes Jr.: A purely empiric basis. 

Dr. H. H. Jonnson: When the patient was first observed with a bullous 
eruption, there was a great deal of dispute as to whether the condition was pem- 
phigus or dermatitis herpetiformis. Most observers concurred in the diagnosis 
of pemphigus. The eruption disappeared, and there later developed an isolated 
lesion of the sort present now. The lesion as seen now both pathologically and 
clinically would pass as discoid lupus erythematosus. 

Dr. J. R. Driver: I think that no one who saw this patient at the start 
would have suggested a diagnosis of the Senear-Usher syndrome. The appear- 
ance was more or less typical of pemphigus. A transformation has occurred, 
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and now I believe all agree with the diagnosis of Senear-Usher syndrome (pem- 
phigus erythematodes of Ormsby). Transitions of this type have been reported 
1 several occasions. 


Granuloma Inguinale of the Vaginal Wall and Rectum with Profuse 
Hemorrhage. Presented by Dr. H. H. JoHNnson. 


M. M., a Negress aged 28, is presented from the department of dermatology 
and syphilology, Lakeside Hospital. A reddish vaginal discharge developed in 
July 1931, three years after surgically induced menopause. On Feb. 24, 1933, 
the urethral floor was thickened, and a deep ulcerated area with a flap of red 
thickened granulation tissue was seen on the right vaginal wall. The Frei test 
gave a negative result at that time, and the reaction to a tuberculin test had 
been negative in April 1931. The lesion failed to heal, and on May 4, 1934, 
histologic examination was made. The report was of granulation tissue, but the 
pathologist remarked on the presence of many large indeterminate types of cells 
with irregular chromatic nuclei. The patient attended the outpatient department 
irregularly, and the ulceration and bloody discharge continued until Aug. 1, 1937, 
when she was admitted for profuse vaginal bleeding, with a red blood cell count 
of 2,600,000 per cubic millimeter and 45 per cent hemoglobin. In March 1938 
sranulomatous tissue was found in the lower portion of the rectum, resulting 
from straining at stool. The stools were blood streaked. Since July 1938 she 
has become progressively weaker and was readmitted to the hospital on Aug. 
29, 1939. 

Secondary syphilis was diagnosed in 1928, with a mucocutaneous relapse in 
1932. Inadequate irregular treatment has been received since that time. 

On admission to the hospital the temperature was 38.5 C. On the left anterior 
vaginal wall there was a soft smooth elevated beefy red mass, with ulceration 
and surrounding scarring. There were many superficially ulcerated granuloma- 
tous masses in the lower part of the rectum. The perianal skin and labia showed 
lymphedema. Profuse hemorrhages have required two blood transfusions. 

There were 3,070,000 erythrocytes per cubic millimeter, and the hemoglobin 
was 35 per cent. The Frei test gave a negative result (with mouse brain 
antigen). Serologic tests for syphilis gave positive results. 

Histologic examination of tissue removed from the vagina in 1934 showed the 
specimen to consist of dense, fibrous connective tissue, with a moderate degree 
of lymphocytic infiltration and with several areas heavily laden with monocytes. 
The Giemsa stain showed purple-staining small spherical bodies in the monocytes. 

The patient was given fuadin (sodium antimony biscatechol disulfonate) and to 
date has received 30 cc. There is a slight regression of the vaginal lesion. 


DISCUSSION 


Dr. J. R. Driver: This case of granuloma inguinale is the first one that I 
have observed in which there was severe hemorrhage requiring the use of blood 
transfusions. The case is most unusual. 

Dr. H. H. Jonnson: An interesting fact about this case is that a biopsy 
was performed in 1934, and the pathologists remarked on the unusual nuclei in 
the granulation tissue. Had the diagnosis been made at that time, treatment 
would probably have prevented the hemorrhages that subsequently occurred. 


Dr. Harotp N. Core: This patient shows a picture that makes one think of 
the anorectal syndrome of lymphogranuloma venereum. The edema of the labia 
majora that is present along with the process around the anal orifice would pass 
for esthiomene; however, this condition is not lymphogranuloma venereum but 
granuloma inguinale. We have photographs of several patients observed in the 
past who had granuloma inguinale, yet on looking at these photographs one 
would say the condition was also esthiomene. I notice a paper is to be read 
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at the American Academy of Dermatology and Syphilology in November oy 
esthiomene due to granuloma inguinale. I have doubted for some time that 
esthiomene was due solely to lymphogranuloma venereum. I believe that it js 
possible also for the disease to be due to granuloma inguinale, and this case 
seems to be an example of it. 

Dr. GeorcGE W. BINKLEY: The group at the University of Georgia has been 
working on granuloma inguinale. They started about three years ago. Th 
first paper was on chancroid by Greenblatt and Sanderson (Greenblatt, R. B., and 
Sanderson, E. S.: Diagnostic Value of the Intradermal Chancroid Test, Arcu. 
DERMAT. & SypPH. 36:486-493 [Sept.] 1937) and in that they showed some slides 
of pseudobubo of granuloma inguinale. I was doubtful about it and did not 
believe that the disease invaded the lymphatics, but they have carried on their 
work both in the clinic and on hospital patients and have been able to show 
that after a certain incubation period they do get a subcutaneous abscess which 
they call a pseudobubo. The aspirated fluid contains Donovan bodies. They 
have tried to grow Donovan bodies on artificial culture mediums, using various 
serums, but have never succeeded; so Greenblatt was emphatic in his opinion 
that there is no bacillus such as had been described by Goldzieher and Peck 
(Goldzieher, M., and Peck, S. M.: Granuloma Inguinale, Arcu. DERMatT. & 
SypH. 14:14 [July] 1926). The group at the University of Georgia has also 
shown that the condition is not strictly a cutaneous disease but that it also involves 
the internal organs. <A case was reported (Pund, E. R., and Gotcher, V. A.: 
Granuloma Venereum [Granuloma Inguinale] of the Uterus, Tubes and Ovaries 
Surgery 3:34-40 [Jan.] 1938) in which the fallopian tubes were involved and 
from which Donovan bodies were demonstrated. There are apparently many more 
cases in the South than in this section of the country. 

Dr. GeorceE H. Curtis (by invitation): I should like to ask about the ter- 
minology for the two diseases under discussion. What are the accepted names 
at the present time? 

Dr. Harotp N. Core: I believe that the accepted terms are granuloma 
inguinale and lymphogranuloma venereum. 


Dr. JoHN E. Rauscukors: Both terms are incorrect, because in the orig- 
inal case of Hellerstrom the lesion was a lymphogranulomatous bubo in the 
axilla of a surgeon. These diseases are not necessarily venereal. 


Arsenical Pigmentation and Keratosis of the Palms and Soles in a 

Patient with Chronic Myelogenous Leukemia. Presented by Dr. Orrto 

E. L. ScuMipr. 

M. H., a man aged 43, presented from the department of dermatology and 
syphilology, Lakeside Hospital, complained of daily chills for ten days. He had 
been admitted to the hospital in April 1938 for treatment of a carbuncle. Exam- 
ination at that time showed that he also was suffering from chronic myelogenous 
leukemia associated with a huge spleen and an enlarged liver. He was given 
solution of potassium arsenite in doses of 8 drops three times a day. This 
resulted in a change in the white blood cell count from 357,000 (with 44 per 
cent myelocytes) to 60,000 per cubic millimeter. He continued the use of the 
arsenical preparation under a private physician’s care and reentered Lakeside 
Hospital on May 25, 1939, with a chief complaint of chills and fever. He was 
found to have empyema, and, incidentally, it was noted that the skin generally 
was dark brown and that the soles showed hyperkeratosis and scaling. Solution 
of potassium arsenite in the original dose was continued, and the white blood 
cell count was controlled at a level of 10,000 to 20,000 per cubic millimeter. 

In September he was readmitted to the hospital, for treatment of malaria. 
The arsenical medication had continued uninterrupted since his first hospitaliza- 
tion, a period of approximately seventeen months. 
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Physical examination now reveals him to be a worn, poorly nourished man, 
ose skin is dry, cool and fairly uniform grayish brown. Scattered over the 
tire body are innumerable tiny macules, 1 to 2 mm. in diameter, paler than 
e general dark hue of the skin. On both palms are shiny flat areas of hyper- 
eratosis, but the palmar skin is not generally thickened. Both soles present a 
vellowish scaly hyperkeratosis. 
' A recent hemogram showed 70,100 white blood cells per cubic millimeter, 
vith 20 per cent myelocytes and 1 per cent myeloblasts. 


DISCUSSION 


Dr. Hat Etson FREEMAN: Is this fine macular pigmentation common in 
cases of arsenical intoxication, or is the eruption usually larger or more diffuse? 

Dr. Harotp N. Core: I think that it is not uncommon to see this type of 
pigmentation in connection with the ingestion of arsenic over a long period. i 
remember seeing a girl some years ago who had been taking an old-fashioned 
prescription for chronic constipation over a long period. She not only had 
arsenical keratoses on the palms but had this same type of pigmentation all over 
the trunk even more extensively than this patient has. 

Dr. ClypE L. CumMer: I should like to ask whether the appearance of the 
keratoses on the palms and soles at this relatively early stage is not unusual? 

Dr. H. A. Haynes Jr.: About five years ago a drug company developed a 
proprietary drug which was sold as a “blood tonic” and which contained a large 
amount of arsenic. Within eighteen months after patients began to take this 
preparation, they began to show the same type of pigmentation that this patient 
shows. I have observed about 12 cases relatively similar to this, with mottled 
small macular pigmentation, and in all of them keratoses had developed on the 
palms and soles within the eighteen months during which the patients had been 
taking this proprietary medicine. This may be an answer to the question as to 
how long it takes for these symptoms to develop. 


Infectious Eczematoid Dermatitis Treated with Sulfanilamide. Presented 
by Dr. Orto E. L. ScuMipt. 


A. C., a cement worker aged 52, presented from the department of dermatology 
and syphilology, Lakeside Hospital, had been suffering from an infectious eczema- 
toid dermatitis of the hands, arms, face, buttocks and thighs since October 1938. He 
had been occasionally treated in the outpatient departments of the Lakeside Hos- 
pital and the City Hospital, with partial remissions followed by exacerbations. 
An exacerbation starting about one month prior to presentation had resisted the 
usual method of treatment. 

On Oct. 6, 1939, there were numerous infectious vesicular crusted lesions, with 
indolent ulcers, on the arms, buttocks and thighs. All local therapy was stopped, 
and sulfanilamide was given. He received 6 Gm. daily for two days and 4 Gm. 
daily for the subsequent seven days. At the end of forty-eight hours after this 
treatment was started, all lesions were undergoing involution. At the end of ten 
days only a few excoriated papules remained on the forearms. 


A Case for Diagnosis (Capillaritis?). Presented by Dr. Otto E. L. Scumnipr. 


D. L., a woman aged 38, presented from the department of dermatology and 
syphilology, Lakeside Hospital, has complained of swelling and tenderness over 
both shins for seven years. She had been hospitalized in 1932 for primary anemia 
and had responded poorly to liver and iron therapy. In 1935 she was again 
hospitalized, and diagnoses of primary anemia, grand mal epilepsy and edema and 
tenderness of the shins and ankles were made. 

The patient was first observed in the outpatient department of dermatology at 
Lakeside Hospital on Feb. 17, 1939. The condition on the legs has persisted for 
seven years. Various types of therapy, including roentgen irradiation, application 
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of zinc oxide glycerogelatin boots and rest in bed, have produced little or ; 
improvement. There has been no ingestion of bromides or iodides. 

The lesions at present are most noticeable on the anterior midportion of th 
right leg, consisting of an area of shiny, reddish brown, atrophic skin, 6 by 3 cm., 
with poorly defined, irregular edges. This area blanches incompletely on pres 
sure, shows a moderate amount of edema and is tender on pressure. The surfac 
presents numerous fine telangiectases. Two smaller lesions are present on th: 
left shin. 

The hemogram was normal. The basal metabolic rate on August 31 was 
— 20 per cent. The patient was given thyroid. 

Histologic examination showed that the epidermis was thin and had lost its 
interpapillary pegs. A slight degree of spongiosis was discernible here and there, 
particularly in places where there was some subepidermal edema. No hairs wer 
found, but sweat glands with their excretory ducts were still present. 

The principal change was in the corium, which was characterized by the 
presence of a large number of capillary blood vessels, particularly numerous in 
the subpapillary portion but also observed in the deeper parts of the corium 
Their endothelial lining was thickened, often composed of two, or even three, 
layers of cells. The thickness made them look somewhat like sweat gland ducts. 
The nuclei projected occasionally into the lumen. The cytoplasm of the endo- 
thelial cells was more deeply stained with eosin than the neighboring connective 
tissue. As a result, these capillaries appeared encircled by a red ring. On 
sections stained for connective tissue, one occasionally recognized a second ring 
of circular connective tissue fibers outside the endothelial thickening. Deep in 
the corium large blood vessels with thickened walls and irregular lumens were 
seen. 

In the corium there was a small amount of dark brown pigment, evidently 
hemosiderin, scattered throughout its whole thickness. The pigment granules were 
mostly between the connective tissue bundles. No pigment was observed in the 
cells. Red blood cells in small groups constituted tiny interstitial hemorrhages. 
Lymphocytes and polymorphonuclear leukocytes, few in number, were evenly, 
though sparsely, distributed in the corium. 

A thick band of deeply stained fibrous connective tissue in coarse bundles, 
running parallel to the surface across the middle of the corium, was evidence of 
fibrosis. 

It was concluded that the section represented a fairly good histologic picture 
of the advanced stage of “purpuric and pigmented angiodermatitis,”’ as described 
by Favre. 

DISCUSSION 


Dr. Otto E. L. Scumipr: The lesions have been present for the past seven 
years and have been resistant to all therapy so far. They have been resistant to 
diagnosis too. Perhaps Dr. Miskjian could give us some ideas. He suggested 
capillaritis. 

Dr. H. G. Misky1An: This syndrome has been described by Favre (Favre, 
M.: Angiodermite pigmentée et purpurique, in Darier, J.: Nouvelle pratique der- 
matologique, Paris, Masson & Cie, 1936, vol. 5, pp. 413-430). It seems to me that 
to any one who has read his description, the condition in this case is absolutely 
characteristic. The diagnosis is based on the fact that the large patch on the right 
leg is deep and dark red or purple. The lesion is evidently of vascular origin, and 
there are numerous pinhead-sized reddish spots, which are a manifestation of dilated 
capillaries. Ancther argument is that there are no varicose veins so far as we 
can ascertain. I know that the patient’s leg swells a great deal if she is on her 
feet; she may have some deep varicose veins, but none are visible. Therefore, 
one cannot say that this condition is varicose dermatitis. In my estimation, vari- 
cose dermatitis is a somewhat outmoded loose term. The attempt cf Favre to 
diagnose this condition as angiodermatitis or -capillaritis when the primary cause 
is in the vascular system would explain why the condition is not always found 
associated with varicose veins. 
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Dr. Harotp N. Core: I was much interested in Dr. Miskjian’s discussion. 
he section shows a number of small newly formed vessels. From what part of 
ie lesion was the section taken? On examination of the lesions on the patient’s 
iins, the center shows some evidence of atrophy. I should like to suggest that 
nother section be taken from the center. 

Dr. H. G. Misxjy1an: I should like to suggest that if a new biopsy is per- 
ormed, the specimen should be taken rather deep, because Favre has described 
traight dilated capillaries which are gorged with blood and simulate multiple 
andles in a candle holder. 


Lymphangioma and Multiple Hemangiomas in a Boy with Adiposogenital 
Dystrophy. Presented by Dr. HAL Ertson FREEMAN. 


R. H., a man aged 19, presented from the department of dermatology and 
syphilology, Cleveland City Hospital, stated that he has had extensive red birth 
marks over his face, arms, trunk, right thigh and leg since birth. To his knowl- 
edge the right thigh and leg have always been larger and considerably longer 
than the left. 

Since the age of 16 he has been observed and treated in the Department of 
Endocrinology of the City Hospital. It was noted that the external genitals 
were infantile. The testicles and prostate were much smaller than normal. The 
axillary and pubic hair was lacking, and his voice was high pitched. During 
this period he was treated by small doses of gonadotropic substances, including 
an extract of the anterior lobe of the pituitary gland (gynantrin) and a preparation 
from the urine of pregnant women (antophysin). Thyroid was also given. After 
this therapy his voice deepened, the genitals appeared normal and axillary and 
pubic hair appeared in normal amount. 

On the right side of the face is a large port wine type of hemangioma. A 
similar type of nevus is on the back, on the right shoulder and on the right fore- 
arm. The entire right thigh, leg and foot is the seat of a diffuse nevus of the 
port wine type, resulting in a marked increase in size of the extremity. Compara- 
tive measurements show the circumference of the left knee to be 47 cm., while 
that of the right knee is 63 cm. The circumference of the left calf is 43 cm., 
and that of the right calf, 50 cm. The left leg is 4 cm. longer than the right. 
His weight in September 1936 was 234 pounds (106 Kg.), and in October 1939, 
275 pounds (125 Kg.). 

Roentgenograms of the sella turcica and epiphyses were normal. The hemo- 
gram was normal. 

DISCUSSION 

Dr. CrypE L. Cummer: I should like Dr. Freeman to explain the location of 
the lymphangioma. 

Dr. Hat Erson FreeMAN: I considered the enlargement of the right thigh 
to be a lymphangioma. 

Dr. Georce H. Curtis (by invitation): I agree with the diagnosis of adiposo- 
genital dystrophy (Milroy’s disease). 

Dr. EMERSON GILLESPIE, Canton, Ohio: Milroy’s disease is familial and is 
practically always bilateral. It has a definite type of lesion. This man presents 
unilateral involvement, and I do not think that the condition could be classified as 
Milroy’s disease. 

Dr. J. R. Driver: I believe that this process can be explained on the basis 
of hemangioma. He has port wine hemangiomas on the face, body, back and arms 
and also this enlargement of the entire right leg and thigh. The increased growth 
of bone is due to increased blood supply since infancy. While I would not want 
to say that there might not be some possibility of a mixture with a lymphangioma 
in the thigh, the fact that there is no evidence of that on the surface makes me 
believe that the whole process could be explained on the basis of hemangioma. 
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Incipient Granuloma Inguinale. Presented by Dr. Louis CHARGIN. 


W. W., a Negro laborer aged 35, was admitted to the Central Social Hygiene 
Clinic of the Department of Health on Sept. 22, 1939, presenting a lesion on the 
shaft of the penis of nine weeks’ duration. 

On the dorsum of the lower third of the shaft is a well circumscribed ulceration 
the size of a dime. The base is a dirty gray, and the borders are raised and 
somewhat undermined. The lesion shows only slight induration. The inguinal 
lymph nodes are not enlarged. Dark field examination for spirochetes gave 
negative results. The Ito test (Lederle Ducrey bacillus vaccine) and the Frei 
test gave negative results. Smears for Ducrey bacilli were negative on repeated 
examination. In view of the fact that the lesion resembled chancroid, sulfanilamide 
was administered for two weeks, without appreciable effect. At this time 
examinaticn of smears revealed the presence of Donovan bodies. 


DISCUSSION 

Dr. Davin BLoom: The fact that the lesion is somewhat raised and not deeply 
ulcerated, the absence of enlarged inguinal glands, the negative results of dark 
field examination and the long duration of the lesion force one to consider pri- 
marily granuloma inguinale. It has been my experience that it is rather difficult 
at times to demonstrate the Donovan bodies. 

Dr. Davin L. SATENSTEIN: I do not doubt that the diagnosis is correct, but 
it must be stated that at this early stage a diagnosis of granuloma inguinale on 
purely clinical grounds is rather difficult. The diagnosis depends on the results of 
microscopic examination, i. e., on finding the organism. The ulceration is prac- 
tically a primary lesion of the disease. 

Dr. Davin Bitoom: The lesion is a typical one of the early stage of granuloma 
inguinale. Such lesions are likely to be seen more frequently at city hospitals. 
Early lesions are seen alone or in association with more advanced lesions of 
granuloma inguinale. 

Dr. CHARLES WoLF: In cases in which the organism cannot be demonstrated 
an efficient therapeutic test is to administer antimony and potassium tartrate (tartar 
emetic). An early lesion of this type should respond to two or three injections. 

Dr. SaMuEL M. Peck: As far back as 1924 I maintained in a publication 
with Dr. Leon Cornwall (Arco. Dermat. & SypH. 12:613-628 [Nov.] 1925) that 
the causative organism was a bacillus not of the Friedlander group. It has been 
forgotten that Goldzieher and I developed a cutaneous test analogous to the Frei 
test but specific for granuloma inguinale (Virchows Arch. f. path. Anat. 259:795- 
814, 1926). Also Kingsbury and I stated that antimony and potassium tartrate 
cannot be used for differential diagnosis as a therapeutic test in cases of granuloma 
inguinale, because antimony kills bacilli, protczoa and spirochetes (J. A. M. A. 
87:1900-1902 [Dec. 4] 1926). The organism apparently has not yet been defi- 
nitely classified. As a matter of fact, many observers doubt that it has ever been 
cultured. It seems peculiar that one finds simultaneous lesions on the penis and 
in the inguinal region, with unaffected skin between. Yet the lymph nodes are 
not involved. The extension must be thrcugh the superficial lymphatics. 

Dr. Lours CHarcIn: I admit that on purely clinical grounds one could not 
make the diagnosis with any degree of certainty. It was the finding of the 
Donovan bodies that established the diagnosis. The clinical diagnosis was really 
arrived at largely by exclusicn, since chancroid, chancre and lymphogranuloma 
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nereum could be ruled out. The disease is not apparently as rare as it appears. 
Greenblatt, Dienst, Pund and Torpin recently reported a number of cases of 
ranuloma inguinale (J. A. M. A. 113:1109 [Sept. 16] 1939); they discussed this 
pe of lesion and also attempted to explain that while the disease does not attack 
the lymph glands, it attacks the overlying tissues, producing a pseudcbubo. They 
iso called attention to the fact that antimony and potassium tartrate is by no 
means a specific remedy for any disease. Therefore, it cannot be used to diagnose 
this disease. Weidman is of the opinion that the organism is probably a fungus. 


Acne Urticata Polycythaemica. Presented by Dr. Ano_pH ROSTENBERG. 


A man, a real estate operator aged 52, gives an irrelevant family history. He 
had the usual diseases of childhood. He was operated on for an inguinal hernia 
about twenty years ago. The present illness began about one and cne-half years 
ago, with dizziness, frequent headaches and general malaise. The patient noticed 
that the skin assumed a dusky appearance and that the eyes became blood shot. 
He occasionally had bloody stools but no bleeding from the nose or mouth. He 
suffered from a moderate cough, with mucoid expectorations, and lost about 15 
pounds (6.8 Kg.) during the last two years. About eighteen years ago he had 
gonorrhea without complications. He states he had no other venereal infections. 
The eruption began with severe itching in the pelvic region and soon spread to 
other parts of the bedy. The lesions appeared in crops. 

The entire skin is livid. In the lumbar region a diffuse squamous eczematous 
eruption predominates. On the trunk and extremities there are numerous dark 
reddish papular lesions, ranging in size from that of a lentil to that of a large 
pea. Some of the lesions show definite wheals, while others are topped by an 
adherent crust or by small pustules. On the extremities there are lesions that 
have undergone involution, leaving superficial scars and pigmentation. Many 
lesions on the trunk are scratched and strongly resemble neurotic excoriations. 

The physical examination revealed a moderately well nourished man with 
flabby muscles. The conjunctivas and all the mucous membranes were congested. 
The heart was slightly enlarged. The apex beat was displaced to the left. No 
murmurs were present. The pulse rate was 108 per minute. The systolic blood 
pressure was 125 and the diastolic 90. The lungs showed evidence of chronic 
bronchitis. The liver and spleen were enlarged. The inguinal glands were visible, 
hard and indolent; some were of walnut size. 

Examination of the blood showed 145 per cent hemoglobin (Sahli method), a 
color index of 0.88, and 8,230,000 red cells and 6,150 white cells per cubic milli- 
meter, with 59 per cent segmented forms, 23 per cent lymphocytes, 5 per cent 
band forms, 3 per cent ecsinophils, 4 per cent basophils and 6 per cent monocytes. 
Poikilocytosis, anisocytosis and hyperchromia were present. The sedimentation 
rate (Westergreen method) was strongly delayed; it was 0.25, 0.5 and 5.5 mm. 
in one, two and twenty-four hours, respectively. The Wassermann reaction was 
negative. Examination cf the urine showed a trace of albumin but no sugar or 
acetone. Urobilinogen was present. On sedimentation there were many erythro- 
cytes, granular and hyaline casts and a few leukocytes. Fluoroscopic examination 
showed an aortic configuration of the heart, with hypertrophy of the left ventricle. 
There was evidence of chronic bronchitis. 

Histologic examination showed that the vessels of the subepidermal zone were 
dilated and empty, almost telangiectatic. The vessels of the deep portion of 
the cutis were dilated and filled with blood cells but were not thrombosed. The 
walls of the superficial vessels were somewhat swollen; in the deeper part of the 
cutis there was a varying degree of proliferating endarteritis. There was a sparse, 
predominately perivascular cellular infiltrate. This was composed of a few poly- 
morphenuclear leukocytes, some small round cells (monocytes), a few scattered 
mast cells and a considerable number of histiocytes (reticulum cells). The 
epidermis was similar to that noted in patients with neurodermatitis. The histologic 
findings suggested a reticuloendothelial reaction. 
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Acetylphenylhydrazine was given in courses of seven days with intervals 
five days. Roentgen ray treatments in fractional doses were given to the affected 
parts at weekly intervals. The response to this treatment was favorable, wit 
regard to cutaneous lesions and blood picture. The erythrocyte count diminished 
from 8,230,000 to 4,970,000 per cubic millimeter, and the hemoglobin, from 145 | 
120 per cent.. The subjective symptoms disappeared, and the eruption showed coi 
siderable improvement. The patient has gained 8 pounds (3.6 Kg.), and the entir: 
condition is at present in a regressive stage. 

DISCUSSION 

Dr. IsiporE M. Lasuinsky: The relation between polycythaemia vera and 
this cutaneous disease is somewhat difficult to understand. In view of the mor 
frequent occurrence of polycythaemia vera it is rather rare to find the com- 
bination. Dr. Rostenberg’s authentic case together with the 8 cases of acne urticata 
polycythaemica recorded by Weidman and Klauder give a total of 9 cases in a 
period of seventeen years. 

Dr. Louris CHarGIN: In former days this type of eruption was diagnosed as 
leukemid. The lesions were papular and pruriginous and were associated with 
one of the blood diseases, usually leukemia. Conditions of this type were also 
called neurotic excoriations of the skin. On clinical grounds I do not know how 
to make this particular diagnosis without the benzidine test. Acne urticata is not 
an integral part of polycythemia. 

Dr. CHARLES WorF: In a long experience with many patients with poly- 
cythaemia vera that came under my treatment in the roentgen department of 
Mount Sinai Hospital I have seen urticarial papular lesions associated with this 
disease in but 2 cases. The lesions I refer to were reddish, mildly itchy papules, 
which occurred around the nose, on the chest and on the back. They never broke 
down to produce ulceration, such as seen in this patient. Clinically the lesions 
in this patient suggest prurigo nodularis. In view of this resemblance it is 
questionable whether the condition is acne urticata polycythaemica. 

Dr. ApotpH ROoSTENBERG: The case presented is practically a counterpart 
of that reported by F. D. Weidman and J. V. Klauder (Arca. Dermat. & Sypu. 
39:645 [April] 1939) under the title “Acne Urticata Polycythaemica.” The princi- 
pal feature of this disease is an extensive papular eruption which, being pru- 
riginous, is often scratched, and then the lesions resemble neurotic excoriations. 
According to Weidman the diagnosis of this entity depends on the finding of 
staining for oxidase in the cells of the papular lesions. Unfortunately I have been 
as yet unable to perform this test. 


Pemphigus Erythematodes (Senear-Usher). Presented by Dr. Henry 
SILVER. 

The patient, a woman aged 41, was presented at the meeting of this society on 
Nov. 22, 1934 (ArcH. Dermat. & SypH. 31:923 [June] 1935). 

From November 1934 to September 1937 she was treated with intermittent 
courses of bismuth subsalicylate. On Sept. 11, 1937, after prolonged exposure to 
the sun, new lesions appeared on the upper part of the arms. They were arranged 
in a semicircle and had a tendency to spread upward. The lesions apparently 
began as bullae but soon ruptured, forming thick crusts. The eruption cleared, leav- 
ing slight pigmentation. 

On Aug. 5, 1939, this time without exposure to the sun, bullous lesions appeared 
on the right ear, in the midsternal region and on the upper part of the arms. The 
areas showed the same characteristic thick crust and rapid healing without a 
trace of atrophy. There are still a number of active lesions of typical lupus 
erythematosus on the nose and scalp and behind the ears. 

Histologic examination of a lesion taken from the arm showed that a greater 
part of the lesion’ was taken up by a thick crust which embraced a good deal 
of necrotized epidermis. The tissue under it showed considerable inflammatory 


reaction. 
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DISCUSSION 

Dr. Lours Cuarcin: An attempt should be made to clarify the subject of the 
Senear-Usher syndrome. Although I do not think that the problem will be 
settled here tonight, the discussion may help to bring about a clearer under- 
standing of this subject, on which there is much confusion. It is my impression 
that Senear and Usher originally presented their material with the idea of 
describing a variety of pemphigus in which no bullae are seen or in which bullae 
rupture rapidly and produce superficial scaly crusts. The eruption bears a resem- 
blance to seborrheic eczema. True lupus erythematosus with bullae was also 
included in that syndrome. It seems to me that one should either drop the term 
or agree to call one condition or the other Senear-Usher syndrome and not 
apply the name to two diseases that are unalike in their course and from every 
other standpoint. 

To make my view clearer, may I state that when a patient has syphilis with 
psoriasiform lesions one does not call the condition psoriasis; it is syphilis with a 
psoriasiform type of lesion. Conversely, when a patient presents psoriasis which 
resembles syphilis, the condition is psoriasis and not syphilis. The two diseases 
are distinct and should not be confused with each other. I think that the Senear- 
Usher syndrome should be limited to one disease, and I have the impression 
that the authors meant to apply it to a type of pemphigus. One can say that a 
given condition is a Senear-Usher type of pemphigus or, if one wishes to broaden 
the concept, that it is a Senear-Usher type of lupus erythematosus, but one 
cannot bring two distinct diseases under this heading; otherwise there will always 
be confusion. 

Dr. MAuRICE UMANSKy: In the majority of the cases reported under the 
caption of Senear-Usher syndrome there were elements of disseminated lupus 
erythematosus. The woman presented tonight had undoubtedly lesions of the 
discoid variety of lupus erythematosus. In the original collection of cases described 
by Senear and Usher there was 1 case in which the last-mentioned form of 
lesions were present. The presenter was therefore justified in bringing up the 
question of classifying his case in the group of cases known under the name of 
Senear-Usher syndrome. 

Dr. Henry Sitver: When I first presented this patient in 1934 I called 
particular attention to the lesions on the arms and chest, which were at variance 
with the typical lesions of lupus erythematosus on the face and scalp. At that 
time I pointed out that such conditions were recorded as belonging to the Senear- 
Usher syndrome. What Senear and Usher originally described was an unusual 
type of pemphigus combined with clinical features of lupus erythematosus. Later 
on the entire concept was confused, and lupus erythematosus with bullous and 
crusted lesions was also regarded as characteristic of the syndrome. It has 
always seemed to me somewhat artificial to combine two totally unrelated diseases, 
the causes of which are still unknown, in a new syndrome. I think that one 
can safely dispense with the concept of the Senear-Usher syndrome. 


Poikiloderma of Civatte. Presented by Dr. HArry B. Femer. 


M. A., a woman aged 33, born in the South, was admitted to the clinic of the 
Lebanon Hospital about three months ago. Since January 1939 she has had a 
persistent eruption on the face unaccompanied by itching or scaling. The eruption 
is stationary and at times is more conspicuous. It involves both eyelids and 
extends over the adjacent parts of both zygomas and the nasolabial folds down- 
ward along the sides of the chin and the lateral part of the neck. It presents a 
mottled appearance, consisting of reddish lesions, telangiectasis and brownish pig- 
mentation. There is no sign of atrophy. The Wassermann reaction was negative. 

Histologic examination of a section taken from the left side of the neck 
showed a disorganization and vacuolation of cells of the basal layer of the epi- 
dermis. Fine granules of pigment were scattered in this area. The subepidermal 
vessels were dilated, and the walls were edematous. The cutis framework surround- 
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ing the vessels was finely reticulated; in the upper part of the cutis there was 
considerable vacuolation. There was some suggestion of a mild degree of basophilic 
degeneration of the collagen. The elastic tissue was in part wanting in the areas 
of edema. There was a sparse small round cell infiltrate in the perivascular 
lymph spaces. These findings ccrroborated the clinical diagnosis as presented and 
suggested an early stage of the disease. 

DISCUSSION 

Dr. Davin L. SATENSTEIN: From the histologic standpoint the features present 
are not typical of poikiloderma of Civatte, so that one cannot make a positive 
diagnosis. However, the telangiectasia seems to suggest an early stage of th 
disease. 

Dr. ARTHUR SAYER: The essential clinical features of Civatte’s poikiloderma 
are found in this patient. The eruption is usually seen in women and is limited 
to the face and neck. 

Dr. CHARLES A. GREENHOUSE: In spite of the limitation and location of the 
eruption on the face only, I feel that this case is clinically one of poikiloderma of 
Jacobi, because the entire picture appears to simulate closely a roentgen ray 
dermatitis. 

Dr. Marion B. SULZBERGER: It appears to me that clinically this condition is 
poikiloderma. There is telangiectasia, mottling and pigmentation (although the 
latter is not pronounced), which in combination are characteristic of poikiloderma. 
Any one at first glance would think that the condition was probably a sequela of 
roentgen irradiation. The sex and age of the patient and the localization of the 
eruption indicate that the conditicn is Civatte’s poikiloderma. Many identify 
Civatte’s poikiloderma with Riehl’s melanosis or Hoffman’s melanodermatitis 
toxica. However, I believe that this entity has no resemblance to the active stage 
of Riehl’s melanosis. There is much more pigmentation, papulation and inflamma- 
tion in early Riehl’s melanosis than in Civatte’s poikiloderma. The end stages 
of both diseases may be indistinguishable. I do not think that one can call the 
condition in this case Jacobi’s poikiloderma, since there are no lesions on the 
favorite sites, i. e., on the trunk. Moreover, for obvious reasons, the Petges- 
Clejat type and the Jaffe-Rotman type can be excluded. 

Dr. Davin L. SATENSTEIN: I have treated such conditions with the vacuum 
cup method. The suction ruptures the blood vessels. If this treatment is used for 
an extended period, the lesions gradually disappear. 


Epidermolysis Bullosa Acquisita. Presented by Dr. Leo Sprecet. 


P. E., a fireman aged 57, first came to the clinic of the Lenox Hill Hospital 
in 1926, for treatment of syphilis. The Wassermann reaction was 4 plus with 
both alcoholic and cholesterolized antigens. He has been under treatment and 
observation since that time. Since 1933 serologic tests and examination of the 
spinal fluid have given negative results. Cardiac examination showed tremendous 
enlargement of the cardiac and aortic shadows, compatible with advanced hyper- 
tension. There was probably an aneurysmal dilatation with aortic regurgitation. 
The wall of the aorta was heavily calcified. 

About four months ago the patient began to complain that whenever he injured 
the fingers or hands, painful blisters and sores appeared on the injured parts. 
Since then vesicles and blisters have continued to appear, so that now many 
lesions are present on the forearm. There are numerous erosions, areas of pig- 
mentations and scars from previous lesions distributed over the parts mentioned. 
The vesicles and bullae are distended with clear fluid and appear to arise from 
apparently normal skin; there is no erythema at the base of the lesions. Nikolsky’s 
sign could not be elicited. There has been no loss of weight. The patient states 
that he has not ingested any drugs. 

The urinalysis gave negative results on several occasions. The blood count 
showed 5,600,000 red cells and 8,450 white cells per cubic millimeter, with 35 per 
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nt polymorphonuclear leukocytes, 61 per cent lymphocytes, 2 per cent large 
onenuclears, 1 per cent eosinophils and 1 per cent basophils. The phytopharma- 
ologic test gave a reading of 59 per cent. The sedimentation rate (modified 

\Vestergreen method) was 11 mm. in fifteen minutes. ' 


Tertiary Syphilis and Syphilitic Macular Atrophy. Presented by Dr. 

ADOLPH ROSTENBERG. 

A Negress aged 28 was first admitted to the Bronx Hospital on May 31, 1939, 
with a diagnosis of actinomycosis of the left jaw, made by her physician and 
based on a laboratcry report. The patient stated that five weeks previously a 
tense, hard and painful swelling had appeared at the angle of the left jaw. One 
week later she had noticed another swelling in the left submaxillary region. 
There had been no infection of the upper part of the respiratory system accom- 
panying these lesions. 

The patient had lived in the South prior to admission to the hospital. She had 
been in good health until ten years ago, at which time the left submaxillary 
gland became swollen; it was incised and pus was expressed. About that time 
she was told that her “blood was bad” and was given six injections in the “arm.” 
Four years later severe parietal headaches developed, which lasted continuously 
for two weeks. No diagnosis was made at that time, and the patient was well 
after two weeks. A year later she had “stomach trouble,” and a diagnosis of 
“ulcers” was made. There was no roentgenographic confirmation of the diagnosis. 
Since then the patient has suffered from intermittent abdominal pain. The 

_ cutaneous lesions have been present for many years. 

There is a soft red fluctuating mass abcut the size of a plum situated ante- 
riorly at the angle of the left jaw. The submaxillary gland on the same side is 
enlarged and slightly tender. The deep reflexes are sluggish. There are three 
distinct types of lesions: (1) atrophic, partially depigmented wrinkled soft macules 
the size of a pea scattered over the back and chest, with a few over the thighs 
and the lower parts of the legs, (2) keloid-like pigmented lesions (about a dozen 
scattered over the trunk, extremities and buttccks) and (3) minute pale atrophic 
macules not larger than a pinhead. 

Examination of the blood showed 6,000 white cells, with 67 per cent lympho- 
cytes, 32 per cent polymorphonuclear leukocytes and 1 per cent monocytes. 
Examination of the urine gave negative results. Chemical examination of the 
blcod gave negative results. Roentgenograms of the jaw and lungs revealed no 
abnormalities. The Wassermann reaction was 4 plus 

The abscess was incised. Cultures were sterile, and no ray fungi were seen. 
A paraffin section of the fixed material did not show evidence of actinomycosis. 
Because of the conflicting laboratory reports concerning the presence of actino- 
mycosis more detailed studies were undertaken. The lesion of the jaw was 
aspirated. Smears showed a few gram-positive cocci. A search for tubercle 
bacilli, Donovan bodies and actinomycetes gave negative results. Of culture 
Staphylococcus aureus grew. The result of a tuberculin test was strongly positive. 

Reexamination of the patient for tuberculosis, including roentgenograms of the 
jaw and chest, gave negative results. The Frei test gave negative results. The 
Wassermann reaction was 4 plus on repeated examination. 

Sections were taken from various cutaneous lesions. The large pale atrophic 
lesion showed on microscopic examination considerable hyaline change involving 
the connective tissue of the cutis and the subcutis. Elastic tissue was absent. 
The keloid-like lesions showed a moderate amount of hyperkeratosis with pig- 
mentation of the basal layer of the epidermis. The underlying connective tissue 
was hyalinized. Another section showed embedded in the subcutaneous tissue a 
well demarcated bluish-staining mass, consisting of rather cellular connective tissue. 
Many of the cells were large and contained pyknotic nuclei. 

The patient is receiving antisyphilitic therapy. The lesion showed regression 
after four weeks. The skin has remained unchanged except for the development 
of moderate keloids where biopsy specimens were taken. 
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DISCUSSION 


Dr. Davin L. SATENSTEIN: I think that the presenter needs more proof whe: 
he contends that the condition 1s macular atrophy following a syphilitic eruptio: 
It is my impression that the condition is macular atrophy in a syphilitic patient, 
not the type that follows a syphiloderm. 

Dr. AvoLPH ROSTENBERG: I must admit that it is difficult to differentiate a 
syphilitic from a nonsyphilitic macular atrophy. The patient has been suffering 
from syphilis for many years, and it therefore seems reasonable to assume that 
the macular atrophy is syphilitic. 

Dr. Henry Sitver: Can Dr. Satenstein differentiate histologically syphilitic 
macular atrophy from macular atrophy occurring in a syphilitic patient? 

Dr. Davin L. Satenstern: Atrophy subsequent to involution of a syphilitic 
lesion shows histologic evidence of syphilis. Clinically the atrophic lesions will 
be of the same size as the syphilitic lesions they replace, but not so elongated. 
Macular atrophy does not occur, as far as I know, in association with secondary 
syphilitic lesions; it occurs’ with tertiary lesions. On the other hand, macular 
atrophic lesicns not on a syphlitic basis show the usual pathologic changes of 
macular atrophy, i. e. a loss of elastic tissue and no evidence of a syphilitic 
process. 

Dr. Davin Bioom: I wish to suggest that the left cervical adenitis is not 
due to syphilis but to tuberculosis. The patient has received adequate antisyphi- 
litic therapy to have caused complete involution of the lymph gland tumor if it 
were due to syphilis. The strong tuberculin reaction speaks also in favor of 
tuberculous adenitis. A roentgenogram of the chest and zraded tuberculin tests 
are indicated. 

Dr. Louis CHarcin: In this particular case it is difficult to trace the relation 
between the macular atrophy and syphilitic infection, since there is no definite 
evidence that such transition took place. The presenter must be able to rule out 
tuberculosis before accepting the condition as syphilis. 

Dr. SAMUEL FELDMAN: Macular atrophy in a syphilitic patient recently 
under my observation followed a lichenoid follicular syphilid (Arcu. Dermat. & 
SypH. 38:504 [Sept.] 1938). The lesions were extremely minute, and because 
of this some of the discussers were doubtful that the condition was macular 
atrophy. There was herniation, although the lesions were too small! for the her- 
niation to be felt by the palpating finger. 

Dr. Henry Sitver: While I agree with Dr. Chargin’s statement, I think 
that the point should be emphasized that one cannot definitely state that macular 
atrophy actually followed a syphilitic eruption. This process, as a rule, cannot 
be evaluated clinically, and that is why I asked Dr. Satenstein whether it is 
pessible to differentiate histologically. Unless there is clinical evidence of transi- 
tion or at least a history indicating that the associated macular atrophic lesions 
followed preexisting syphilitic lesions, one cannot diagnose syphilitic macular 
atrophy. Otherwise one has to assume that the macular atrophy coexists in a 
syphilitic patient. 


Recurrent Bullous Eruption (Duhring’s Disease?) Treated with Tricho- 
phytin. Presented by Dr. SAmMueEL M. Peck and Dr. HERBERT ROSENFELD (by 
invitation). 

B. H., a man aged 63, was first seen at Mount Sinai Hospital in 1936, 
because of asthma and hay fever of thirteen years’ duration. In March 1939 he 
was seen because of an eruption which had been present for five months. The 
skin at that time showed groups of large bullous lesions on an erythematous base 
on the soles, ankles, wrists and arms. The mucous membranes were free of 
lesions. Itching was a prominent symptom. The lesions healed, leaving pigmented 
areas. Between the toes there was typical dermatophytosis. 
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Examination of the blood showed 96 per cent hemoglobin and 10,000 white 
ls per cubic millimeter, with 51 per cent segmented polymorphonuclear leuko- 
tes, 9 per cent nonsegmented cells, 27 per cent lymphocytes, 3 per cent monocytes 

d 10 per cent eosinophils. Chemical examination of the blood showed 15 mg. 
i urea and 130 mg. of sugar per hundred cubic centimeters, and 160 mg. of cho- 
esterol ester and 260 mg. of cholesterol per hundred cubic centimeters. Cultures 
from cutaneous lesions revealed Staphylococcus aureus. The basal metabolic rate 
was —3 per cent. The urine showed a faint trace of albumin. A roentgenogram 
if the chest was normal. 

The patient was hospitalized and received roentgen ray treatment, sulfapyridine, 
arsenic by injection and by mouth and mapharsen by continuous intravenous drip, 
consisting of three doses of 0.1 Gm. each. He improved slightly under this 
regimen. On July 11, after he was discharged from the hospital, the eruption 
became aggravated. Sulfanilamide was administered, but no improvement was 
seen. Potassium iodide given for his asthma caused exacerbation. The tricho- 
phytin test caused a local bullous reaction. The lesions, however, were micro- 
scopically and culturally negative for fungi. Since that time he has received 
fifteen injections of trichophytin, with substantial improvement. He is presented 
tonight practically free cf lesions for the first time in months. 


DISCUSSION 


Dr. CHARLES WoLF: Various diagnoses were suggested in this case, among 
which were pemphigus, bullous erythema, bullous trichophytid and drug eruption. 
Dr. Peck suggested Duhring’s disease. The question still remains open whether 
the patient has a fungous infection which could not be established by culture but 
responded to specific therapy or another disease which has responded to non- 


specific therapy. 

Dr. Marion B. Sutzpercer: I think that the condition in this case is 
undoubtedly Duhring’s disease, and the improvement may or may not have any 
connection with the injections of trichophytin. Assuming that the improvement 
is in any way attributable to the trichophytin, the therapeutic effect may have 
been either specific or nonspecific. 

Dr. SAMUEL M. Peck: The patient had been subjected to all sorts of thera- 
peutic procedures prior to the use of trichophytin. Since there was a decided 
sensitivity to potassium iodide, Duhring’s disease was considered. It is well known, 
however, that other bullous eruptions occasionally give a so-called flare-up after 
injections of potassium iodide. Since there was a local bullous reaction after injec- 
tions of trichophytin, the possibility that the eruption was a dermatophytid had 
to be considered, especially since the patient presents dermatophytosis between 
the toes. It was for this reason that he was given injections of trichophytin. 
He seemed to improve rapidly under this form of therapy. 


Generalized Lichen Planus with Lesions of the Palms and Nails. 
Presented by Dr. ARTHUR SAYER. 

A. R., a widower aged 76, born in Russia, a retired tailor, came to the clinic 
of Mount Sinai Hospital on Dec. 20, 1934, presenting an extensive itching erup- 
tion of a few weeks’ duration. The eruption was typical of lichen planus, with 
many flat-topped shiny polygonal and umbilicated lesions scattered over the trunk 
and extremities. On the palms were numerous discrete papules, which clinically 
did not resemble the lesions on the other parts of the body. The palmar papules 
were itchy and seemed to merge on the wrists with groups of typical lesions. 

The patient received injections of sodium arsenate from December 25 to 
March 9, 1935. He was given superficial roentgen therapy to relieve the itching. 
On August 29 he still had an extensive eruption on the body, including the palmar 
lesions. He was then referred to the department of roentgenology for deep para- 
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vertebral irradiation. He received 250 r to each field from the cervical to ¢! 
lumbar region, with a filter of 0.5 mm. of copper and 1 mm. of aluminum. 

On Feb. 16, 1936, the palms were entirely free of lesions, and the eruption 0: 
the body was rapidly undergoing involution. On May 16 the skin was normal i) 
all respects. He remained well for about three and one-half years. On Aug. 31, 
1939, he returned to the clinic presenting a fairly generalized eruption. 

On the thighs, abdomen and upper extremities the lesions are flat topped, shiny 
and violaceous. On the dorsa of the hands there are hypertrophic violaceous 
lesions. A whitish reticulated patch is present on the right buccal mucosa. On 
the palms are many papules which do not resemble clinically the papules of lichen 
planus on the body but merge with shiny flat-topped violaceous papules. There 
are tiny violaceous lesions which can be seen through the nail plate; they are 
arranged in parallel longitudinal lines. 

Histologic examination of a lesion from the right palm showed hyperkeratosis 
with a few scattered vesicles in the keratin layer. There were also areas of para- 
keratosis. The epidermis, while acanthotic in places, showed flattening of the 
papillary bodies by an infiltrate lying directly beneath it and consisting mainly 
of lymphocytes. The line between the cutis and the epidermis was indistinct and 
showed edema and invasion of leukocytes. The picture strongly suggested lichen 
planus. 

On October 29 the lesions on the palms were retrogressing. During the past 
six weeks the patient has received injections of bismuth subsalicylate and solution 
of potassium arsenite (Fowler’s solution) by mouth. 


DISCUSSION 


Dr. Frank E. Cross: The extensive recurrence of the lichen planus does not 
appear to justify the enthusiasm for the paravertebral method of therapy. 

Dr. ARTHUR SAYER: The reason for presenting this patient is to show the 
unusual palmar lesions and the lesions in the nail bed which I believe to be true 
lichen planus of the nails. The palmar lesions closely resemble the picture 
described by Fordyce and MacKee in their article on clinical types of lichen 
planus (J. Cutan. Dis. 37:320, 1919). They specifically stated that lichen planus 
of the palms does not look like ordinary lichen planus, but the lesions are large, 
deep seated and semitranslucent and suggest deep-seated vesicles. After injec- 
tions of bismuth subsalicylate the palmar lesions have retrogressed considerably, 
and the lesions on the body are fading, but the lesions of the nails have remained 
stationary. 


Syphilitic Leukoderma Following a Secondary Papular Eruption. Pre- 
sented by Dr. Louris CHARGIN. 

J. J., an unmarried Negro factory worker aged 23, born in the United States, 
had a penile sore during March 1937. Soon thereafter there developed a gen- 
eralized eruption consisting of “pimples” the size of the present white lesions. 
He had no treatment at the outset, but some weeks later he received 5 “arm” 
and 15 “hip” injections, after which the eruption disappeared, leaving the present 
leukodermic areas. These have not changed, in spite of continued intravenous 
therapy. 

The lesions, which are leukodermic spots, are located over the entire back, 
abdomen and legs. There are a few scattered lesions on the arms. The lesions 
are round, white, the size of a large pea and for the most part isolated. There is, 
however, in a few areas group and segment formation. A number of lesions 
show in the white areas a small central pigmentation resembling leukoderma 
acquisitum centrifugum. The borders of the lesions are not hyperpigmented, as 
in vitiliginous lesions. The skin of the affected areas is entirely smooth and is 
neither raised nor depressed. 

The Wassermann reaction was 4 plus. 
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DISCUSSION 

Dr. WILBERT SACHS: Were any of the secondary lesions annular? 

Dr. Davin Bioom: Did the preceding syphilitic eruption consist of papules or 
pustules ? 

Dr. Lours CuHarciIn: As far as it was possible to ascertain, there were no 
annular or pustular lesions present. I am accepting the patient’s definite state- 
ment that the white spots appeared at the site of the generalized eruption. This 
type of leukoderma is not common. It differs from leukoderma colli, which, in 
my opinion, is rarely preceded by a macular or papular eruption. I recall a 
similar case about fifteen years ago which I was able to follow from the beginning 
of the papular eruption to the appearance of the leukoderma. I have never seen 
this kind of lesion before, and it is of interest. 


Dermatitis Eczematosa (Contact Type) Due to Nickel. Presented by 
Dr. Marion B. SULZBERGER. 


Miss R. L., aged 24, noticed in July 1939 a rash behind the ears. Since then 
other areas have become involved: the left cubital space, the left wrist and the 
back. In all these areas the patient has been in contact with articles presumably 
containing nickel (rims of spectacles, metal part on handbag, wrist watch and 
metal piece on brassiere). The patient presents erythematous squamous ill defined 
areas in the sites mentioned. Patch tests with a 5 per cent solution of nickel 
sulfate gave a 4 plus reaction, and with scrapings from the metal rims of the 
eyeglasses, a 2 plus reaction. 

DISCUSSION 

Dr. ARTHUR SAYER: What value does Dr. Sulzberger place on the results of 
patch tests performed with nickel. Nickel is rather notorious for giving positive 
reactions in nearly all persons. For that reason I believe that a positive reaction 
to a patch test does not signify a true sensitivity to this metal. 


Dr. FRANK E. Cross: A woman under my observation displayed a hyper- 
sensitivity to the nosepiece of the eyeglasses, fasteners on the brassiere, the wrist 
watch, metal on the garters and earring at the same time. 

Dr. Marion B. SULZBERGER: I want to call attention to a site of typical 
localization which has been insufficiently stressed in cases of nickel dermatitis. 
In women with nickel sensitivity one often finds lesions not only in areas in 
contact with spectacles, the metal part of garters, clasps, hooks, eyes and zippers 
but also in the bend of the arm, due to the carrying of handbags. This site 
is due to exposure to the metal clasps and other decorative metals of handbags, 
which are often carried in such fashion that the metal touches the cubital space 
and the adjacent areas of the arm and forearm. Patch tests with nickel do not 
give positive results in everybody if used in the right concentration. Two to 5 
per cent nickel sulfate causes no reactions in normal skins. This nickel salt will 
not cause a positive eczematous response unless there is a real eczematous sensi- 
tivity to nickel. However, in atopic dermatitis nickel tests not infrequently give 
positive results, but this reaction is not eczematous. The reaction does not look 
the same as in contact type dermatitis, either clinically or histologically. 


Discoid Lupus Erythematosus Improved with Germanin. Presented by 
Dr. SAMUEL M. PECK. 


B. B., a woman aged 27, was presented before this society in May 1939 (Arcu. 
Dermat. & SypuH. 40:858 [Nov.] 1939). She is presented now to demonstrate 
the result of treatment with germanin, which was concluded at the end of the 
summer. She has received in all fifteen injections of germanin, given once weekly. 
With the exception of one spot the size of a dime, which still has the charac- 
teristics of lupus erythematosus, the previous extensive eruption of the face has 
disappeared without leaving a trace. During the summer the patient was told 
to expose herself to sunlight, at beaches, for instance, which she did. There was 
no flare-up of old lesions, and no new lesions have developed. 
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DISCUSSION 

Dr. ARTHUR SAYER: I would hesitate to give germanin to ambulatory 
patients because of the risk of a sudden serious reaction. 

Dr. Louis CuHarcin: The results obtained in this case of lupus erythematosus 
are indeed good. However, one must be cautious with germanin, and one must 
not draw conclusions from the results in 1 case. 

Dr. Marion B, SuLzBercer: I do not think that it is correct to say that 
germanin is “a dangerous. drug.” Gold is surely just as dangerous, and yet most 
of us give a gold compound routinely in the treatment of lupus erythematosus, a 
condition much less serious than pemphigus. I think that it is unfortunate that in 
all probability germanin cannot be tried much longer in this country, as I believe 
it to be a useful addition to the therapeutic drugs for several dermatoses, including 
pemphigus, dermatitis herpetiformis and lupus erythematosus. I have for several 
years tried in vain to obtain the French preparation of germanin, which is 
manufactured by the Pasteur Laboratories. For some reason the French drug is 
at present unobtainable in America. 

Dr. SamMueL M. Peck: I had hoped to present 2 cases tonight, both of 
which have been previously shown befove the society (Arcu. Dermat. & Sypu. 
40:858 [Nov.] 1939). In this way one could judge the results of treatment 
and follow the progressive improvement. The patient who failed to appear was a 
man with persistent lesions on the face, as you may recall. The first report on 
the use of germanin in lupus erythematosus appeared about a year ago (Chajes, B.: 
Lancet 2:1288 [Dec. 3] 1938). ‘The reason for its use in the 2 cases I presented 
was the resistance of the condition to all previous forms of therapy, including 
gold compounds, bismuth compounds and sulfanilamide. A rather unusual result 
of germanin therapy is the apparent desensitization to light. [f this effect is true, 
germanin should be the drug of choice for this condition. 





News and Comment 


EXAMINATION FOR CERTIFICATION BY THE AMERICAN 
BOARD OF DERMATOLOGY AND SYPHILOLOGY 


The American Board of Dermatology and Syphilology has decided to hold an 
examination for certification by the Board in New York on June 10 and 11, 1940, 


at the time of the meeting of the American Medical Association. The written 
examination will be held in various cities of the country on Monday, April 29, 1940. 


Applications for group A candidates will be accepted until May 1, 1940. 














